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The two most important  trends in community mental hea l th  care 
are d e in s t i t u t i o n a l i z a t i o n  and community support .  Community based 
t reatment o f  menta l ly  i l l  in d iv id u a ls  is  essent ia l  in regard to main­
ta in in g  in d iv id u a ls  in the community a f t e r  discharge from s ta te  
f a c i l i t i e s ,  but t r a d i t i o n a l  community mental heal th  serv ices  alone 
cannot have an impact on the a b i l i t y  to reenter  the community. The 
a b i l i t y  o f  a community support program to main ta in i n d iv id u a ls  in 
the community depends on i t s  a b i l i t y  to perform c e r ta in  functions. '* '  
These inc lude:
" i d e n t i f i c a t i o n  o f  the popu la t ion ,  whether in  the hos­
p i t a l  o r  the community, and outreach to o f f e r  a p p ro p r i ­
ate se rv ices ;  ass is tance in apply ing f o r  e n t i t le m e n ts ,  
c r i s i s  s t a b i l i z a t i o n  serv ices in the le a s t  r e s t r i c t i v e  
s e t t in g  poss ib le ,  w i th  h o s p i ta l i z a t io n  a v a i la b le  when 
o ther  options are i n s u f f i c i e n t ;  psychosocial r e h a b i l i ­
ta t io n  se rv ices ,  inc lud ing  t r a n s i t i o n a l  l i v i n g  arrange­
ments, s o c ia l i z a t i o n ,  and vocational r e h a b i l i t a t i o n ,  
support serv ices o f  i n d e f i n i t e  du ra t ion ,  in c lu d in g  
shel tered l i v i n g  arrangements; suppor t ive work oppor tu ­
n i t i e s ,  and age-appropr ia te ,  c u l t u r a l l y  app ropr ia te  
daytime and evening a c t i v i t i e s ,  medical and dental care; 
back-up support to f a m i l i e s ,  f r ie n d s ,  and community 
members in p lanning,  vo lun tee r ing ,  and o f f e r i n g  housing 
or work o p p o r tu n i t ie s ;  p ro tec t ion  o f  c l i e n t  r i g h t s ,  
both in hosp i ta l  and in the community; and casemanage- 
ment, to insure  continuous a v a i l a b i l i t y  o f  appropr ia te  
forms o f  ass is tance" .
There have been innova t ive  and c rea t ive  outlooks and te c h n i ­
ques f o r  t r e a t in g  mental i l l n e s s .  The problem tends to s t i l l  be the 
range o f  treatment m oda l i t ies  and se t t ings  continue to  be l im i t e d .  
Mental heal th  c l i n i c i a n s  are o r ien ted to approaches w i th  which they 
are the most f a m i l i a r ,  predominantly prov id ing d i r e c t  t reatment.
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To achieve the goals o f  community care i t  i s ,  and w i l l  continue to be
important  to break away from c la s s ic a l  t reatment m o d a l i t i e s ,  and o f f e r
3
new types o f  care and b u i ld  a strong community support system.
In a period o f  rapid soc ia l  change, in c o n s is te n t  government man­
dates, and reduct ions in federa l  and s ta te  a l l o c a t io n s ,  planning can 
provide program coherence and d i r e c t i o n  f o r  the community mental heal th  
system. A t r i f o c a l  view o f  planning th a t  inc ludes in te rn a l  program 
planning, interagency p lanning, and long-range planning is  essent ia l
4
to the continued development o f  the community mental health movement. 
Interagency planning and coo rd ina t ion  o f  serv ices is  considered an 
essent ia l  focus o f  agency serv ice  p rov is ion  and c l i e n t  p a r t i c i p a t i o n .  
Human serv ice  agencies cannot fun c t ion  autonomously and e f f e c t i v e l y  
in the best i n te re s t  o f  c l i e n t s .  There fore , there is a s h i f t  admini­
s t r a t i v e l y  and p o l i t i c a l l y  in support o f  coordinated human serv ices 
models.
In the planning, development, and eva lua t ion  o f  mental health 
services i t  is  important to understand the context  tha t  the needs 
and p r i o r i t i e s  o f  mental heal th  serv ices were determined by pro fes­
sionals and o f f i c i a l s .
P r io r  to the 1940s, there was a d iverse and c o n f l i c t i n g  response 
by sta tes to the soc ia l  problems posed by mental i l l n e s s .  This was
re f le c te d  in a p o l i t i c a l  c u l t u re  based on local and s ta te  bounda-
5r ies  which conta in numerous centers o f  p o l i t i c a l  a u th o r i t y .  During 
the 1930s and 1940s, a few s ta tes developed fam i ly  care systems.
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These programs were very smal l ,  and in  no s ta te  d id the number o f  
pa t ien ts  reach two percent in  p r iv a te  homes. Because the system i n ­
volved d i r e c t  payment to t h i r d  pa r ty  re imbursers the bene f i ts  to the 
sta tes were not ev ident .  Hospital  o f f i c i a l s  were not e n thu s ia s t ic  
about the program because they were respons ib le  f o r  superv is ing a 
decen t ra l ized  system o f  care which created many problems f o r  them.
g
A f te r  World War I I  the p o l ic y  o f  " d e i n s t i t u t i o n a l i z a t i o n "  o f  pa t ien ts  
from s ta te  mental ho sp i ta ls  provided the impetus to s h i f t  f i n a n c ia l  
r e s p o n s ib i l i t y  to the federa l  government.
In d iv id u a ls  and groups who p a r t i c ip a te d  in  the a t tack  on the 
leg i t im acy  o f  mental hosp i ta ls  argued the h o sp i ta ls  represented the 
remnants o f  a d i s ta n t  and unenlightened past.  The arguments and 
judgements var ied  g re a t ly  in support o f  d e i n s t i t u t i o n a l i z a t i o n .
There were those who described the harmful and dehumanizing e f fe c ts  
o f  prolonged i n s t i t u t i o n a l  care.^  Others be l ieved the a v a i l a b i l i t y  
and use o f  new psychoactive drugs and therap ies  deviated the need f o r  
mental hosp i ta l  care,  and many were concerned w i th  al leged v io la t io n s
q
o f  in d iv id u a l  r i g h ts  o f  the menta l ly  i l l .  The p o l i t i c i a n s  wanted 
to s h i f t  f i s c a l  r e s p o n s ib i l i t y  from s ta tes  to the federal government, 
and tnany people did not want any involvement o f  government in general.
A l l  o f  the arguments held some v a l i d i t y .  But those in d iv id u a ls  
who led a susta ined a t tack  on t r a d i t i o n a l  hosp i ta l  care did not 
recognize how t h e i r  present involvement d id  not inc lude an apprec ia­
t io n  o f  the h i s t o r i c a l  context tha t  was shaping t h e i r  perceptions
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and behavior.  They assumed mental ho sp i ta ls  served no o ther purpose 
than the continued perpetuation o f  t h e i r  own ex is tence ,  and the re fo re  
argued f o r  an end to t r a d i t i o n a l  mental hosp i ta l  care. They c o n t r i ­
buted to the myths o f  mental hosp i ta l  care which j u s t i f i e d  the r e v i -
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sion o f  p o l i c y  th a t  dates back to the e a r ly  n ineteenth century.
Not a l l  mental hosp i ta ls  were good i n s t i t u t i o n s ,  but the myths 
were q u i te  d i f f e r e n t  from the r e a l i t y .  Hosp i ta ls  d i f f e r e d  in both 
q u a l i t a t i v e  and q u a n t i t a t i v e  terms. Many h o sp i ta ls  had serious prob­
lems in regard to q u a l i t y  o f  care, s t a f f - p a t i e n t  r a t i o s ,  poor s t a f f -  
pa t ie n t  re la t i o n s h ip s ,  and an environment th a t  could be d is ru p t i v e  
and inhumane. But these problems were not i s o la te d  problems o f  the
mental hosp i ta l  system, they m irrored the imperfec t ions  and l i m i t a -
10t ions  o f  many human i n s t i t u t i o n s  in the country .
Mental hosp i ta l  care represented one o f  the few i n s t i t u t i o n s  
tha t  could provide minimal basic care f o r  an in d iv id u a l  whose mental 
and physical  cond i t ion  caused them to be dependent on others fo r  
t h e i r  s u r v iv a l .  This basic f a c t  d id not e f f e c t  the a t tack  on the 
leg i t im acy  o f  mental hospi ta l  care. For pa t ien ts  at  th is  t ime i t  
was a choice between i n s t i t u t i o n a l  care and no care at  a l l  because 
there were no other a l t e r n a t i v e s . ^  Therefore on Ju ly  3, 1946,
P.L. 79-487, was signed in to  Law. The B i l l  au thor ized the c rea t ion  
o f  the National  Mental Health I n s t i t u t e  w i th in  the National I n s t i ­
tu te  o f  Hea lth ,  and provided 7.5 m i l l i o n  d o l la rs  f o r  construc t ion  
o f  the b u i ld in g  fo r  the new I n s t i t u t e .  The purpose o f  NIMH is to
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conduct and coord inate research and t r a in in g  in mental hea l th  prob­
lems through i t s  own a c t i v i t i e s  and through grants to groups and 
in d iv id u a ls  f o r  research and t r a i n i n g  purposes. NIMH also au tho r ­
ized grants to s ta tes f o r  the development o f  mental hea l th  serv ices .  
A lso,  under th is  l e g i s l a t i o n  up to 10 m i l l i o n  d o l la r s  a year was
authorized in grants to the s ta tes  f o r  mental heal th  se rv ices .  NIMH
12was not ac tua l ized  u n t i l  1949.
Fol lowing World War I I  there was a sustained a t tack  on the l e g i ­
t imacy o f  mental hosp i ta ls  which gained momentum. The r e s u l t  was 
manifested in the movement to d e i n s t i t u t i o n a l i z e  a p a t ie n t  popula­
t io n  th a t  exceeded 500,000 by the mid-1950's.  The J o in t  Commission 
on Mental I l ln e s s  and Health was created by a unanimous mandate from 
Congress in 1955, to recommend a nat iona l  p o l ic y  f o r  the menta l ly  
i l l .  In 1961, the Commission submitted i t s  f i n a l  repor t  and recom­
mended tha t  no new mental h o sp i ta ls  be constructed. I t  f u r t h e r  
recommended, in th is  re p o r t ,  t h a t  a l l  s ta te  mental hosp i ta ls  w i th  
more than 1,000 beds should be g radua l ly  converted in to  centers 
fo r  the long-term and combined care o f  chronic diseases, inc lud ing  
mental i l l n e s s .  The re po r t  r e f l e c te d  the movement away from mental 
hospi ta l  care tha t  had s ta r ted  during the 1950s. In 1955 the p a t ie n t  
populat ions o f  s ta te  and county mental hosp i ta ls  peaked a t  559,000, 
and then began to dec l ine .  In the f i f t e e n  years between 1960 and 
1975 p a t ien t  census f e l l  from 536,000 to 193,000. The dec l ine  is
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much more dramatic than the s t a t i s t i c s  suggest. In 1940, 434,000
pa t ie n ts  were in mental h o s p i ta ls  out o f  a to t a l  popula t ion o f  133
m i l l i o n .  By 1977, only 159,000 p a t ien ts  were in mental h o s p i ta ls
13out o f  a t o t a l  populat ion o f  217 m i l l i o n .
The Congress was s a t i s f i e d  w i th  t h i s  s t a t i s t i c a l  progress, and
continued to renew the Community Mental Health Centers Act o f  1963,
14P.L. 88-164, during th is  pe r iod .  This Act provided f o r  the a l l o t ­
ment o f  federa l  funds to the s ta tes  f o r  cons truc t ion  o f  community
based mental heal th centers. State  a l lo tments  were based on popula-
15t i o n ,  ex tent  o f  f a c i l i t y  need, and f i n a n c ia l  need. But many recog­
nized the federa l government would never have the resources to assume 
a s i g n i f i c a n t  leve l  o f  support  f o r  the CMHC program. Therefore, a 
d e c l in in g  grant s t ru c tu re  was devised to a l low the federal government 
to experiment w i th  a new concept o f  care wh i le  u t i l i z i n g  minimal 
federa l  r e s o u r c e s . ^  The Act requ ired tha t  each s ta te  develop a 
comprehensive mental heal th p lan,  and a l i s t  o f  p r i o r i t i e s  f o r  ac t ion  
regarding the a c t i v i t i e s  proposed by the s ta te .  Assistance assurances 
were required to be provided by the s ta tes tha t  the serv ices o f  
CMHC's would be ava i lab le  to  a l l  and a reasonable amount o f  care 
would be provided to ind ig e n t  persons.
The 1965 Community Mental Health Center 's Amendments, P.L. 89- 
105, provided f o r  the a l lo tm en t  o f  grants to cover a po r t ion  o f  
s t a f f i n g  cost f o r  centers. Federal funding fo r  s t a f f i n g  was provided 
on a d e c l in in g  basis, and l im i t e d  to 51 m o n ths .^  This amendment
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requ ired the d e l iv e ry  o f  f i v e  essen t ia l  elements: i n p a t ie n t ,  out-­
p a t i e n t ,  p a r t i a l  h o s p i t a l i z a t i o n ,  emergency, and co nsu l ta t io n  and 
education se rv ices .  In 1968 Congress mandated th a t  one percent o f  
g rant  and co n t rac t  funds appropr ia ted f o r  the A lcoho l ,  Drug Abuse, 
and Mental Health Adm in is t ra t ion  (ADMHA) be a l l o t t e d  to evaluate the 
e f fec t iveness  and fun c t ion in g  o f  CMHCs. La te r ,  P.L. 94-63, a l l o t t e d  
two percent f o r  the purpose o f  eva lua t ion  and made i t  mandatory th a t  
every CMHC conduct eva luat ions .  These created a great deal o f  i n t e r ­
est in eva lua t ion  among research workers in consu l t ing  f i rms and u n i -  
18v e r s i f i e s .  The 1970 amendments, P.L. 91-211, provided f o r  an ex­
tension o f  the maximum percentage o f  federa l  funds to CMHCs in des ia-
19nated poverty areas. In response to Congress' continued a u th o r i ­
zat ion o f  funds, the Nixon a d m in is t ra t io n  expressed i t s  oppos i t ion .  
President Nixon was opposed to the CMHC concept, as well  as to ex­
penditures f o r  research and t r a i n i n g  in heal th  and mental heal th in 
general.  The funds tha t  were author ized by Congress were impounded
by President Nixon and he refused to spend the funds. The measure
20was taken to cour t  and the funds were released.
The years under the Niaon A dm in is t ra t ion  and under President 
Ford continued to be d i f f i c u l t  w i th  l i t t l e  a d m in is t ra t ive  support 
and actual funds. The 1975 Community Mental Health Centers Amend­
ments, P.L. 94-63, was a con t inua t ion  o f  the Nixon legacy under 
the Ford a d m in is t ra t ion .  President Ford vetoed the ac t ,  but Con­
gress overrode the veto c l e a r l y  ind ica t inc i  Congressional support
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f i s c a l l y  and concep tua lly  the importance o f  the CMHC program n a t io n ­
a l l y .  The 1974 amendment provided a c le a r  d e f in i t i o n  o f  a CMHC, and
described the comprehensive mental heal th serv ices th a t  had to be
21provided to be e l i g i b l e  f o r  funding.  The amendment mandated the 
add i t ion  o f  serv ices f o r  the care o f  ch i ld ren  and e l d e r l y ,  a f te rc a re  
f o r  p o s t - h o s p i t a l i z a t i o n ,  and community r e s id e n t ia l  care homes. These 
services addressed the longstanding neglect o f  long overlooked sec­
to rs  o f  the popu la t ion ,  but i t  a lso created an a d d i t io n a l  burden o f  
22CMHCs. This l e g i s l a t i o n  a lso placed pressure on CMHCs to become
23more dependent on insurers  to cover the cost  o f  se rv ices .
In 1967, 186 CMHCs had received federal support.  By 1970, t h i s  
number had grown to 450, but from 1970 forward the growth ra te  
slowed d r a s t i c a l l y .  In 1973, on ly  493 CMHCs were f e d e r a l l y  funded,
but not a l l  o f  these were opera t iona l .  In 1975, 603 CMHCs had re -
24ceived some federa l  funds, and only 507 were o p e ra t ion a l .
The 1978 Community Mental Health Center Amendment, P.L. 95-622, 
provided f l e x i b i l i t y  f o r  serv ice d e l iv e ry  by CMHCs. I t  al lowed new 
centers to s t a r t  w i th  s ix  basic required se rv ices ,  and to develop, 
w i th in  a three year period o f  t ime, a plan to provide a l l  o ther 
mandated serv ices .  To avoid unnecessary d u p l i c a t io n  o f  serv ices ,  
the amendment also allowed the sharing o f  c e r ta in  serv ices between 
amd among catchment areas.
The f i n a l  l e g i s l a t i o n  th a t  amended the CMHC program was the 
Mental Health Systems Act o f  1980, P.L. 96-398. This amendment
extended the CMHC program, and provided fo r  a h ighe r ro le  by the
25states in the a d m in is t ra t io n  o f  the CMHC program, and more money.
This l e g i s l a t i o n  in t roduced the c e n t r a l i z a t i o n  and con t ro l  o f  p lan­
ning to the s ta tes  in  regard to serv ice d e l i v e r y ,  and i t  authorized 
the expenditure o f  a good deal more money on serv ices  to the ch ron i -
n c
c a l l y  menta l ly  i l l .  In 1981, the Community Mental Health Centers 
Act was replaced by the A lcoho l ,  Drug Abuse, and Mental Health Ser­
vices Block Grant (ADMHS), P.L. 97-35. This l e g i s l a t i o n  consol idated 
several ca tegor ica l  programs in to  s ing le  block gran t  a u th o r i t y  to 
the States. These included grants f o r  Community Mental Health Cen­
te rs ,  grants and con trac ts  f o r  alcohol abuse se rv ices ,  and grants 
fo r  drug abuse se rv ices .  States could use t h e i r  funding grants to 
CMHCs fo r  serv ices to c h r o n ic a l l y  menta l ly  i l l  i n d i v i d u a l s ,  i d e n t i ­
f i c a t i o n  and assessment o f  menta l ly  i l l  in d iv id u a ls  and the p ro v i ­
sion o f  appropr ia te  se rv ices ;  and services f o r  i d e n t i f i e d  populat ions 
tha t  are c u r re n t l y  underserved. In 1984, P.L. 98-509, was passed
and th is  l e g i s l a t i o n  revised and reauthorized t h i s  program u n t i l
27the end o f  f i s c a l  year 1987.
The State Comprehensive Mental Health Services Plan Act o f  1986, 
P.L. 99-380, amends T i t l e  XIX o f  the Public Health Services Act.
I t  authorizes grants to s ta tes  f o r  the development and implementation 
o f  State comprehensive mental heal th services plans. The b i l l  appro­
pr ia tes  10 m i l l i o n  d o l la rs  f o r  each f i s c a l  year 1987 and 1988. I t  
is to be a l loca ted  among the sta tes by a formula based on populat ion,
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and no s ta te  w i l l  receive less than 150,000 d o l la rs  a year. Each
s ta te  w i l l  submit to the sec re ta ry  o f  Health and Human Services a
State Comprehensive Mental Health Services Plan. The plan has to
inc lude c e r ta in  c r i t e r i a  re la te d  to  the p rov is ion  o f  serv ices f o r
the c h ro n ic a l l y  menta l ly  i l l  i n d iv id u a ls .  "The requirements inc lude :
(1) The establ ishment and implementation o f  an o rgan i -  
ized community-based system o f  care f o r  c h r o n ic a l l y  
menta l ly  i l l  i n d i v i d u a l s :  (2) q u a n t i t a t i v e  ta rge ts  to 
be achieved, in c lud ing  numbers o f  c h ro n ic a l l y  menta l ly  
i l l  in d iv id u a ls  re s id in g  in the areas to be served;
(3) a de sc r ip t ion  o f  serv ices to be provided to enable 
c h ro n ic a l l y  menta l ly  i l l  to gain access to mental 
heal th  serv ices ;  (4) a d e s c r ip t io n  o f  r e h a b i l i t a t i o n ,  
employment, housing, medical and den ta l ,  and o ther  
support services to  be provided to c h ro n ic a l l y  menta l ly  
i l l  in d iv id u a ls  to enable them to func t ion  ou ts ide  o f  
in p a t ie n t  i n s t i t u t i o n s  to the maximum extent  o f  t h e i r  
c a p a b i l i t i e s ;  (5) a c t i v i t i e s  to reduce the ra te  o f  
h o s p i ta l i z a t io n  o f  c h r o n ic a l l y  menta l ly  i l l  i n d i v i ­
duals ;  (6) the p rov is io n  o f  casemanagement services 
to each c h ro n ic a l l y  menta l ly  i l l  ind iv idua l  in the 
s ta te  who receives s ubs tan t ia l  amounts o f  pub l ic  
funds or serv ices ;  (7) p rov is ion  f o r  the implementa­
t io n  o f  casemanagement requirements which c a l l  f o r  
phasing in the p rov is ion  o f  such services beginning 
in f i s c a l  year 1989 and complet ion by the end o f  
f i s c a l  year 1992; and (8) the establ ishment and
implementation o f  a program o f  outreach to ,  and se r ­
vices f o r  c h ro n ic a l l y  menta l ly  i l l  ind iv id u a ls  who 
are homeless."^9
Each s ta te  is required to consu l t  w i th  representa t ives  o f  em­
ployees o f  s ta te  i n s t i t u t i o n s  and pub l ic  and p r iv a te  f a c i l i t i e s  who 
care f o r  the c h ro n ic a l l y  menta l ly  i l l  in  preparing t h e i r  p lan.  The
secre tary  is  required to provide technica l  assistance in developing
and implementing State plans. This includes the development and 
pu b l ic a t io n  o f  model elements f o r  s ta te  plans and model data sys-
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terns to c o l l e c t  data in  regard to the implementation o f  State plans. 
The secre ta ry  is  author ized to w i thho ld  the a l lo tm e n t  to the State 
f o r  a d m in is t ra t i v e  costs under the A lc o h o l , Druq Abuse, and Mental 
Health b lock grant  i f  the State has not developed and implemented 
the plan by the Fisca l  Years 1988, 1989, and by the end o f  1990.
The secre ta ry  has to develop and make a v a i la b le  w i th in  one year o f  
the enactment o f  t h i s  l e g i s l a t i o n  a model plan f o r  a community-based 
system o f  care f o r  c h ro n ic a l l y  menta l ly  i l l  i n d iv id u a ls  who are
30e l i g i b l e  f o r  serv ices under the Community Services Support Program.
The enactment o f  t h i s  l e g i s l a t i o n  r e f l e c t s  the need fo r  an e f ­
f e c t i v e  system to p lan, develop, and i n i t i a t e  serv ices to the men­
t a l l y  i l l .  i t s  focus is  on in d iv id u a ls  who have a chronic and d is a ­
b l in g  mental i l l n e s s  and who " f a l l  through the cracks" o f  the mental 
heal th  and soc ia l  serv ice systems. These in d iv id u a ls  are unneces­
s a r i l y  h o s p i ta l i z e d ,  are in the cr im ina l  j u s t i c e  system fo r  minor 
i n f r a c t i o n s ,  or  are homeless. Other popu la t ions ,  such as menta l ly 
i l l  c h i ld r e n ,  and the e ld e r l y ,  also are e f fec ted  and s u f f e r  from a
lack o f  coo rd ina t ion ,  c o l la b o ra t io n ,  and statewide planning fo r
31services f o r  the menta l ly  i l l .
At the t ime th i s  l e g i s l a t i o n  was enacted in 1986, there was an 
est imated 1.7 to 2.4 m i l l i o n  persons in th is  country who s u f fe r  from 
a p e rs i s te n t ,  severe form o f  mental i l l n e s s .  Approximately 900,000 
c h r o n ic a l l y  menta l ly  i l l  persons l i v e  in i n s t i t u t i o n a l  s e t t in g s .
Of these 900,000, 130,000 are in s ta te  mental h o s p i ta ls ,  and 770,000
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are in nurs ing homes. I t  i s  est imated th a t  between 800,000 severely
d isabled and 1.5 m i l l i o n  moderately to severe ly  d isab led menta l ly
32i l l  i n d iv id u a ls  are est imated to be l i v i n g  in  the community. These 
in d iv id u a ls  have m u l t ip le  needs inc lud ing :  c lo t h in g ,  housing, medi­
cal and denta l care ,  t r a n s p o r ta t io n ,  educat ion,  re c re a t io n ,  and money. 
They are in need o f  a personal support system, people who are i n t e r ­
ested and care f o r  them as in d iv id u a ls .  Many o f  these people s u f fe r  
from profound, and i r r e v e r s i b l e ,  func t iona l  d i s a b i l i t i e s .  Many o f  
these in d iv id u a ls  are unable to work in regu la r  employment because 
o f  the s e v e r i t y  o f  t h e i r  impairments. They have poor a c t i v i t y  o f  
d a i l y  l i v i n g  s k i l l s ,  and experience the e f fe c ts  o f  ignorance and a 
general ized fe a r  th a t  menta l ly  i l l  persons have had to face h i s t o r i ­
c a l l y .
The m a jo r i t y  o f  c h ro n ic a l l y  menta l ly  i l l  i n d iv id u a ls  who l i v e  
in the community l i v e  w i th  t h e i r  fa m i l ie s .  The percentage o f  pa­
t i e n ts  who l i v e  w i th  t h e i r  fam i l ie s  or are discharged from i n s t i t u ­
t ions to t h e i r  fa m i l ie s  is  decreasing. A large number o f  c h ro n ica l ly  
mental ly  i l l  in d iv id u a ls  do not l i v e  w i th  t h e i r  fa m i l ie s  in the 
community but l i v e  in  a v a r ie t y  o f  other s e t t in g s  inc lud ing :  r e s i ­
dent ia l  t reatment centers ,  group homes, she l tered apartments, and 
independently. Another large number o f  c h ro n ic a l l y  menta l ly  i l l
i n d iv id u a ls  cyc le between ho sp i ta ls ,  homelessness, and j a i l s  because
33o f  the inadequacy o f  s ta te  and local systems o f  serv ices.
The Reagan ad m in is t ra t ion  has s h i f te d  p o l i c ie s  towards g iv ing
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sta tes a la rge r  r o le  in the p rov is ion  o f  se rv ices ,  not fund ing ,  o f  
mental heal th  se rv ices .  There has been a movement toward increased 
c e n t r a l i z a t io n  o f  funding se rv ice  areas such as educat ion,  we l fa re ,  
and hea l th ,  has c e n t ra l i z e d  funding but c e n t r a l i z a t i o n  o f  program 
decis ions has not ne cessa r i ly  fo l lowed. Funding leve ls  have i n ­
creased on a federa l  leve l  but substan t ia l  dec is ions  regarding men­
ta l  hea l th  issues are made p r im a r i l y  on a s ta te  and county le v e l .  
Uni fy ing sources th a t  are funded on a federal leve l  has not occurred. 
Many federa l funding sources remain c a te g o r ic a l ,  are spread among a 
number o f  bureaus, uncoordinated,  and impose la rge  a d m in is t ra t ive
burdens on loca l  agencies th a t  must coordinate d i f f e r e n t  funding
34flows and requirements.
As pronounced on a federa l  leve l as in any o ther  leve l  o f  govern­
ment is  f ragmenta t ion,  lack o f  c l a r i t y ,  and a f a i l u r e  to de f ine  co­
herent p o l i c ie s .  There is  a federa l program to respond to almost 
any need a menta l ly  d isabled in d iv id ua l  has. But agencies do not
coord inate,  cooperate, and cont inue to pursue in d iv id u a l  p r i o r i t i e s
35fo r  program development. There is not a formal p o l ic y  statement
3filabe l led  1d e i n s t i t u t i o n a l 1z a t i o n ' on a federa l l e v e l .  There is 
not an i d e n t i f i e d  agency which has the power and a u th o r i t y  to coor­
dinate p o l ic ie s  and programs to cut across agency and cabinet l in e s .  
Coordinating mechanisms w i th in  the Executive branch are not able to 
complete th i s  purpose. Agencies external to HEW, and many HEW De­
partments do not cooperate in coord inating ac t ions .  NIMH and the
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Developmental D i s a b i l i t i e s  O f f i c e ,  w i th in  HEW, have d i r e c t  responsi­
b i l i t i e s  f o r  d e i n s t i t u t i o n a l i z a t i o n .  These o f f i c e s  have no a u th o r i ­
t y  over the HEW o f f i c e s ,  or over agencies th a t  are responsib le to 
d i f f e r e n t  Cabinet o f f i c e s .
Bureaucracies have t h e i r  own p r i o r i t i e s  and o b je c t iv e s .  The 
lack o f  c le a r  p o l ic y  on a federa l  level complimented and compounded 
the problems on a s ta te  and loca l  l e v e l ,  and the a b i l i t y  to imple­
ment Kennedy's new approach. The emphasis on d e i n s t i t u t i o n a l i z a t i o n  
was in response to the b e l i e f  tha t  large numbers o f  people were in
large i n s t i t u t i o n s  who d id  not need to be there.  I t  r e f l e c t s  the
37b e l i e f  tha t  la rge i n s t i t u t i o n s  are bad, and th a t  i n s t i t u t i o n s  them­
selves were p a r t l y  respons ib le  f o r  the man i fes ta t ion  o f  chronic men­
ta l  i l l n e s s .  D e in s t i t u t i o n a l i z a t i o n  was not a p o l ic y  to provide a 
ra t io n a le  f o r  d ischarg ing pa t ien ts  from the hosp i ta l  i n to  the com­
muni ty, w i thou t  support,  to  continue to save money. D e in s t i t u t i o n ­
a l i z a t io n  means a change o f  care from an i n s t i t u t i o n a l  s e t t in g  to 
a less r e s t r i c t i v e  or s t ruc tu red  s e t t in g ,  from a more dependent to 
a less dependent l i v i n g  s i t u a t i o n .  I t  is  defined as the develop­
ment o f  responsib le and suppor t ive  a l te rn a t i v e  l i v i n g  arrangements
and support serv ices.  I t  is  d i f f i c u l t  to coord inate a comprehensive
38serv ice program w i th in  an in d iv id u a l  i n s t i t u t i o n a l  s e t t in g .
The emergence o f  coordinated mental health services center on 
d e i n s t i t u t i o n a l i z a t i o n  and community support. Community based t r e a t ­
ment is  important  in the maintenance o f  res idents  in the community
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39a f t e r  discharge from the s ta te  f a c i l i t i e s .  CMHC serv ices alone do 
not have a s i g n i f i c a n t  impact on re in te g ra t in g  in d iv id u a ls  in to  the 
community w i thou t  a community support system. The basis o f  a sup­
por t  system is  'a network o f  car ing and responsib le  people committed 
to a s s is t in g  a vulnerable popula t ion to meet t h e i r  needs and develop
t h e i r  p o te n t ia ls  w i thou t  being unnecessar i ly  iso la ted  or excluded
40from the community.' The NIMH Community Support Program s tates
th a t  an adequate community support system must be able to perform
ten func t ion s :
" i d e n t i f i c a t i o n  o f  the popu la t ion ,  whether in the hos­
p i t a l  or  in the community and outreach to o f f e r  appro­
p r ia te  serv ices;  assis tance in apply ing f o r  e n t i t l e ­
ments; c r i s i s  s t a b i l i z a t i o n  serv ices in the le a s t  re ­
s t r i c t i v e  s e t t in g  po ss ib le ,  w i th  h o s p i ta l i z a t io n  a v a i l ­
able when other options are i n s u f f i c i e n t ;  psychosocial 
r e h a b i l i t a t i o n  se rv ices ,  inc lud ing  t r a n s i t i o n a l  l i v i n g  
arrangements, s o c ia l i z a t i o n ,  and vocational  r e h a b i l i ­
t a t i o n ;  support ive serv ices o f  i n d e f i n i t e  dura t ion  i n ­
c lud ing shel tered l i v i n g  arrangements; suppor t ive work 
o p p o r tu n i t ie s ,  and age-appropr ia te ,  c u l t u r a l l y  appro­
p r ia te  daytime and evening a c t i v i t i e s ;  medical and 
mental health care; back-up support to f a m i l i e s ,  
f r i e n d s ,  and community members; involvement o f  con­
cerned community members in p lanning, vo lun tee r ing ,  
and o f f e r in g  housing or work o p p o r tu n i t ie s ;  p ro tec ­
t io n  o f  c l i e n t  r i g h t s ,  both in hosp i ta l  and in the 
community; and case management, to insure continous 
a v a i l a b i l i t y  o f  appropr ia te  forms o f  a s s is ta n ce . "41
These are services th a t  are provided through in d iv id ua l  agen­
c ie s ,  each has i t s  own a d m in is t ra t io n ,  e l i g i b i l i t y  requirements , 
funding sources, and procedures f o r  prov id ing serv ices.  I t  i s  not 
enough to recognize how large i n s t i t u t i o n s  can be harmfu l,  expen­
s ive ,  and unnecessary, because the soc ia l  and p o l i t i c a l  context o f  
government and program planning need to be recognized. However,
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i t  is  not on ly  b ig government th a t  lacks p o l i c ie s  and procedures,
because soc ia l  s c ie n t i s t s  and the mental heal th  p ro fess ion  do not
have the exp e r t ise  to reso lve the problems o f  p lanning and how the
42context e f fe c ts  whatever happens or does not happen.
The in te rpe rsona l  r e la t io n s h ip s  o f  p a r t i c ip a n ts  o f  d i f f e r e n t
organ iza t ions are an important l i n k  between o rgan iza t ion s .  These
re la t io n s h ip s  occur on many d i f f e r e n t  leve ls  by personal or o f f i c i a l
in te ra c t io n s  by in d iv id u a ls  among organ iza t ions .  In d iv id ua ls  may
act  e i t h e r  in a p r iv a te  ro le  or as a boundary r o le  incumbent, per^
sonnel t ra n s fe rs  or  u n i t  m o b i l i t y ,  or as an in d iv id u a l  hold ing posi-
43tions in more than one o rgan iza t ion  at  a t ime.
" In  an e a r l i e r  NIMH-supported p u b l i c a t i o n , . . .  note:
The p r i n c i p l e  top ic  to which in te ro rg a n iz a t io n a l  an­
a ly s is  has been d i rec ted  re la tes  to the coord ina t ion  
and in te g ra t io n  o f  human services (references ommit- 
te d -a v a i la b le  in o r ig in a l  document). A l i b r a r y  o f  
terms have been used to describe the patchwork o f  
fragmented and discontinuous heal th and we l fa re  se r ­
vices in which consumers are c o n f ro n te d . . . .  In one 
form or another ,  t h i s  s ta te  o f  a f f a i r s  has been a t ­
t r i b u te d  to the excessive autonomy o f  se rv ice  agencies 
and t h e i r  attempts to preserve perogatives about 
problem d e f i n i t i o n ,  in te rve n t io n  p r i o r i t y ,  and c l i e n t  
d i s p o s i t i o n . . . .  From a community o rgan iza t ion  per­
spec t ive ,  the h i s t o r i c  response has been to seek a 
pa t te rn  o f  coordinated services re ly in g  upon proce­
dures th a t  would insure  the autonomy o f  the i n d i v i ­
dual o rgan iza t ions  in areas o f  c o n f l i c t  w h i le  at 
the same t ime pe rm i t t in g  t h e i r  u n i f ie d  e f f o r t  in 
areas o f  agreement . . . .  The experience w i th  vo lun­
ta r y  coo rd ina t ion  mechanisms in the human serv ices 
f i e l d ,  however, has been ra ther  d i s m a l . . . .  More 
re c e n t l y ,  g reater  a t te n t io n  has been paid to the 
managed forms o f  coord inat ion  in concerted decis ion 
making among serv ice  aaencies as well  as to the ways 
c o n f l i c t  can r e s u l t  from such cooperative ac t ions .
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The r e la t i v e  e f f i c a c y  o f  these forms, however, has 
ye t  to be c a r e f u l l y  documented and t h e i r  impact to 
be o b je c t i v e l y  assessed . . . .
A decade o f  recession and i n f l a t i o n ,  in combination 
w i th  a c l imate  o f  soc ia l  and f i s c a l  conservatism, 
has eroded the support base fo r  la rge -sca le  i n t e r ­
vention programs, but issues o f  serv ice coo rd ina ­
t io n  are s a l i e n t  s t i l l  today. Publ ic  p o l i c i e s  are 
now predicated on a u s t e r i t y  and con s o l id a t io n ,  and 
cu r ren t  fo recas ts  in d ic a te  th a t  few large scale so­
c ia l  programs o r  human serv ice i n i t i a t i v e s  w i l l  be 
fu n d e d . . . .  Instead, r e l a t i v e l y  modest programs th a t  
make l im i t e d  demands on scarce resources have been 
advanced to reduce fragmenta tion and to to coord inate  
e x is t in g  heal th  and we l fa re  serv ices. In the mental 
heal th f i e l d ,  t h i s  s t ra teg y  under l ies a number o f  
i n i t i a t i v e s  sponsored by the National I n s t i t u t e  o f  
Mental Health, inc lu d ing  Community Support Programs 
fo r  chronic mental p a t i e n t s . . . ,  Primary Health Care- 
Community Mental Health Center l inkage p r o j e c t s . . . ,  
and the Most-In-Need Program f o r  ch i ld  mental health 
s e r v i c e s . . . .  Thus, the development and eva lua t ion  
o f  in te ro rg a n iz a t io n a l  serv ice d e l iv e ry  systems in 
the mental heal th  arena w i l l  continue to be a cen tra l  
p o l icy  concern in the next decade.44 
There has been enough research and informed assess­
ment in the area to demonstrate tha t  there are costs 
as well  as p o te n t ia l  bene f i ts  to coord ina t ion  and to 
autonomy o f  serv ice  p ro v id e rs . . . .  Only i f  these 
costs and bene f i ts  are c lose ly  examined and weiqhted 
can e f f e c t i v e  p o l ic ie s  be implemented. Notw i thstand­
ing the cu r ren t  emphasis on the in te g ra t io n  or con­
s o l id a t io n  o f  mental health and re la ted  human se r ­
vices at  the f e d e ra l ,  s ta te ,  and local l e v e ls ,  g rea t ­
er a t t e n t io n  must be focused on c o o rd in a t io n - in te g ra -  
t i o n  o f  what ( tasks ,  fu n c t io n s ) ,  f o r  what or  f o r  whom 
(purposes, b e n e f i c ia r ie s ,  outcomes), and by what or 
to what ex tent  ( s t r u c tu r e ,  processes)? The a n a l y t i ­
cal too ls  developed in the f i e l d  o f  in te ro rg a n iz a ­
t io n a l  re la t i o n s  o f f e r  a framework fo r  addressing 
these important issues . '
Rela t ionships between organizations vary between compet i t ive  to 
cooperative along the continuum. On one end o f  the continuum, com­
p e t i t i o n  p re v a i ls ,  and c o l la b o ra t io n  ex is ts  only to the degree tha t
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46i t  supports the in te re s t  o f  the in d iv id u a l  o rgan iza t ion  invo lved.
At the m idpo in t ,  along the continuum, cooperat ion may be con t ingent
because 'o rgan iza t ions  are expected to balance t h e i r  commitments to
47c o l l e c t i v e  purposes w i th  t h e i r  own more spec ia l ized  g o a l s . 1 On
the oppos i te  end o f  the continuum, cooperation is  mandated which
' im p l ie s  the exis tence o f  a c e n t ra l i z e d  con tro l  agency, which has
48the power to s t ru c tu re  and re s t ru c tu re  the to t a l  n e tw o rk . ' There­
fo re ,  whether in te ro rg a n iz a t io n a l  cooperation is  mandated or  vo lun­
ta ry  i t  supports the p o s s i b i l i t y  o f  a degree o f  coord ina t ion  among
49system u n i ts  even i f  they may have c o n f l i c t i n g  goals.
There is  no s p e c i f i c  mandate re q u i r in g  organ iza t ions tha t  serve 
the c h r o n ic a l l y  menta l ly  i l l  to coord inate  t h e i r  a c t i v i t i e s .  Coor­
d in a t io n  has to occur v o l u n t a r i l y  between o rgan iza t ions .  This has 
h i s t o r i c a l l y  been a d i f f i c u l t  task to achieve in the area o f  human 
serv ices .  There are several major fac to rs  th a t  have created a lack 
o f  support among organ izat ions tha t  serve the c h ro n ic a l l y  menta l ly  
i l l  which inc lude,  confusion, which is  a r e s u l t  o f  separate funding 
sources f o r  care, no mandate f o r  in te ro rg a n iz a t io n a l  planning, and 
budget con s t ra in ts .  Other reasons inc lude competi t ion f o r  re ­
sources, m u l t ip le  network memberships which r e s u l t  in c o n f l i c t i n g  
re la t io n s h ip s  between o rg an iza t ion s ,  goals, ro le  expecta t ions,  and 
d i f fe rences  in o rgan iza t iona l  a c t i v i t i e s  and c l i e n t  ta rg e t  groups. 
A lso ,  a dynamic tha t  may a t t r i b u t e  to the lack o f  coord ina t ion  and 
d i s c o n t i n u i t y  o f  care among organ iza t ions  is  the e f f o r t  made by con-
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s t i t u e n t  organ iza t ions  to main ta in autonomy and con t ro l  t h e i r  boun­
da r ies .  Organizations o f ten  deny serv ices to ' ina p p ro p r ia te *  or
50 51'undes i rab le '  c l i e n t s  or  popu la t ions .
There are several d i s t i n c t i v e  fea tures th a t  in f luence  mental 
heal th  management. Soc ie ta l  ambivalence towards mental heal th agen­
cy goals w i l l  o f ten  r e s u l t  in  a lack o f  p o l i t i c a l  support,  esp ec ia l ­
l y  dur ing times o f  funding cutbacks and p o l i t i c a l  reac t ion .  There­
fo r e ,  mental heal th  adm in is t ra to rs  devote a great deal o f  t ime on 
advocacy on beha l f  o f  t h e i r  programs needs and to j u s t i f y  cont inua­
t ion  o f  e x is t in g  programs. They must become adept a t  developing s t r a ­
teg ies to b u f fe r  external  sources th a t  may harm agency operations.
52The "raw m a te r ia l "  th a t  mental heal th  agencies are t r y in g  to 
change are human beings, and t h e i r  cooperation is  essent ia l  in re ­
gard to serv ice  d e l iv e ry .  Managers must be aware o f  the needs, i n ­
te r e s ts ,  r i g h t s ,  and values o f  t h e i r  c l i e n t s .  They must keep them­
selves informed and remain s e n s i t i v e  to c l i e n t  preferences, and de­
velop ongoing processes th a t  assure dec is ion making r e f l e c t s  c l i e n t  
preferences.
Mental heal th agency goals are value statements and there are 
l i k e l y  to be disagreements among groups and organ izat ions in the 
community and w i th in  the agency. There ra re ly  is  widespread agree­
ment regarding mental heal th agency goals. Therefore , a centra l  
fun c t ion  o f  mental heal th ad m in is t ra t ion  is to  b u i ld  a level  o f  
consensus and mediate between c o n f l i c t i n g  conceptions o f  agency
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purpose.
Mental heal th  p ro fess iona ls  have values, e th i c s ,  norms, and con­
ventions th a t  a t  times run counter to agency expec ta t ions .  Manage­
ment i s  respons ib le  f o r  n e go t ia t ing  and accommodating d i f fe rences  
between personnel and agency expecta t ions.  Many serv ices provided 
by mental hea l th  agencies are nonroutine, in d iv id u a l i z e d  responses
to c l i e n t  needs, and f r o n t - l i n e  workers o f ten  need to  exerc ise d i s -
53c re t io n  in d e l i v e r in g  se rv ices .  Therefore , managers o f ten  have to 
p reca r ious ly  balance m a in ta in ing  equ i ty  and r e l i a b i l i t y  in the ad­
m in is t r a t i o n  o f  programs, and s t i l l  a l low workers s u f f i c i e n t  autonomy 
to respond to in d iv id u a l  needs. Balancing these needs complicates 
the managers a b i l i t y  to m on i to r ,  c o n t ro l ,  and evaluate performance 
and poses specia l problems f o r  managers.
Mental heal th  agencies must develop mechanisms to evaluate pro­
gram e f fec t iveness  because they lack a market mechanism th a t  can 
r e l i a b l y  determine the value o f  serv ices to c l i e n t s .  Admin is t rato rs
have to develop v a l id  and r e l i a b l e  measures o f  e f fec t iveness  tha t
54are fe a s ib le  to implement w i th in  the program. Managerial choices 
are p r im a r i l y  in f luenced by the market from ou ts ide  o f  the o rgan i ­
za t ion .  A l l  o f  the o rgan iza t ions  resources come from outs ide and 
a l l  r e s u l t s  occur from ou ts ide .  The business o f  the organ iza t ion
is market dr iven and i t  is  important th a t  management decisions are
55based on the market c l imate .
When planning f o r  an extensive e n t i t y  l i k e  a s ta te ,  to d e l i ­
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neate the components o f  the system is  a comprehensive task.  The
system is  a complex i n t e r a c t io n  o f  socioeconomic, p o l i t i c a l ,  pro-
56fe s s io n a l , te c h n ic a l ,  bu reaucra t ic ,  and other cons ide ra t ions .  I n ­
herent in t h i s  type o f  comprehensive planning is  a vast a r ray  o f  
competing forces th a t  w i l l  be a f fec ted .  Many have a s trong vested 
in te r e s t  in  preserv ing the s ta tus  quo. The s ta te  mental health de­
partment may a c t i v e l y  p a r t i c i p a t e  in  in terdepartmenta l planning f o r  
a ta rg e t  populat ion as long as the planning does not threaten the 
departments budget or a u th o r i t y  or  imposes unwanted r e s p o n s i b i l i t i e s .  
L e g is la t i v e  and execut ive leadership may understand the value o f  
developing f l e x i b l e  in te rv e n t io n  programs but may not grant communi­
ty  un i ts  the f i s c a l  freedom to exerc ise f l e x i b i l i t y .  These problems 
may be symptomatic o f  longstanding p o s i t io n s ,  but they l i m i t  the 
p lanners ' freedom and impair  the development o f  re la t io n s h ip s  needed 
between competing e n t i t i e s  w i th in  the system by which innovat ive  
e f f o r t s  are being d i re c ted .
Due to rapid socia l change and incons is ten t  government mandates 
in regard to managing mental heal th  serv ices,  planning can provide 
program coherence and d i r e c t i o n  f o r  the community mental heal th  sys­
tem. The board and adm in is t ra t ions  ro le  in planning includes i n ­
te rna l  program planning, interagency program planning,  and looking
57ahead a t  trends and soc ia l  i n d ica to rs .
Two steps in e f f e c t i v e  planning are the a c q u is i t i o n  o f  an i n ­
tens ive understanding o f  the in te rna l  workings o f  the system and,
21
lack ing  power and a u th o r i t y ,  the a b i l i t y  to fu n c t ion  under the um­
b r e l l a  o f  p o s i t i v e  sanct ion.  These are c lo se ly  re la ted  f a c to r s .  To 
create  major change in a la rge  system, a la rge amount o f  techn ica l  
and p o l i t i c a l  in fo rmat ion  and h i s to r y  is  requ ired .  This in fo rm a t ion  
is  not found in w r i t t e n  re po r ts  or  in te rv iew s .  An accurate sense 
o f  t h i s  in fo rmat ion  is  on ly  achieved by immersing onese l f  in the 
workings o f  a l l  aspects o f  the system through involvement in  the
problem-solv ing process o r  through the confidence o f  in d iv id u a ls
58w i th in  the system who view planners as c o l la b o ra to rs .
The most s i g n i f i c a n t  a c t i v i t i e s  tha t  board members and admini­
s t r a to r s  o f  community mental hea l th  agencies p a r t i c ip a te  in are system 
development and coord inat ion  o f  se rv ices .  CMHCs need to operate 
in te rdepen den t ly , because the appropr ia te  services ensures th a t
c l i e n t s  may receive serv ices o f  o ther  mental heal th and human ser-  
59vices agencies.
The Organizational process includes the development o f  a de­
cis ion-making body, the a d m in is t ra t io n  and acqu ir ing  o f  resources, 
and the reduction o f  c o n s t ra in ts .  These aspects are pa r t  o f  p lan­
ning and o f  the p o l i t i c s  o f  mental heal th .  An opera tional  frame­
work has to be developed. F is c a l ,  ad m in is t ra t iv e ,  and legal as­
pects are in tegra ted in to  a working system and the decision-making 
process is  cod i f ied  or i m p l i c i t l y  understood. I f  r e s p o n s ib i l i t y  
may be shared among several agencies, or i f  ce r ta in  a l te rn a t i v e s  
are to be assigned to an agency or a community o rgan iza t ion ,  these
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arrangements should be e x p l i c i t  and v ia b le .  When a program's goals 
are s p e c i f i e d ,  the a b i l i t y  to  achieve those goals is  dependent upon 
the e x p l i c i t  cons iderat ion o f  the options ava i la b le  and how they 
are p r i o r i t i z e d  and a d o p te d .^
Interagency planning is  the a c t i v i t y  th a t  l i n k s  an agency's
f\ 1
in te rn a l  plans w i th  external agency s t ra te g ie s .  A l l  programs 
should be involved in goal s e t t i n g ,  and w i th in  a community s e t t in g  
t h i s  may inc lude a great deal o f  nego t ia t ion  among profess ionals  and 
community members. Resources are a l loca ted  to achieve goals, and 
t h i s  process involves decis ions th a t  inc lude who w i l l  provide what 
serv ice  to whom, at  what occasion on t ime, and what loca t io n .
System development and coo rd ina t ion  are concepts tha t  are r e ­
la ted  but d i s t i n c t .  System is  defined as regu la r  and/or patterned 
sets o f  i n t e r a c t i v e  a c t i v i t i e s  by d iverse agencies wi th  i d e n t i f i a b l e  
boundaries. In discussing mental health systems, we re fe r  to the 
development o f  a c t i v i t i e s  between mental health serv ice organiza­
t ion s  and other human serv ice agencies. Coordination is the means 
by which systems develop p o l ic ie s  and/or procedures o f  two or more 
agencies. The mechanism fo r  coord ina t ing  programs and operations
are l inkages ,  and include s t a f f  con tac ts ,  w r i t t e n  agreements, and
62formal p o l ic y  counc i ls .
Development o f  interagency programs and a f fe c t in g  cooperation 
between agencies can be c o s t l y ,  threaten an agency's i d e n t i t y  and 
autonomy, and be o f  marginal value. Five cond i t ions have been
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i d e n t i f i e d  th a t  a f f e c t  the success o f  in teragency coord ina t ion  i n ­
c lud ing :  resource dependency, agency power, awareness o f  dependency,
63uniform procedures, and legal mandates f o r  coo rd ina t ion .
When agencies depend on another f o r  se rv ice s ,  personnel, c l i e n t s ,  
or in fo rm a t io n ,  a s ta te  o f  resource dependency is  created. Without 
resource dependency, there is i n s u f f i c i e n t  in ce n t ive  f o r  agencies to 
i n te r a c t  and coord inate  a c t i v i t i e s .  S ca rc i ty  o f  resources and 
l im i te d  agency serv ice  capac i ty  creates agency dependency.
For example, spec ia l ized  c h i l d re n 's  serv ices depend on mental
health cen te rs ,  loca l  h o s p i ta ls ,  or c r i s i s  centers f o r  r e fe r r a l s .
There may be a mutual or rec ip roca l  dependency and the exchange o f
services may provide the basis f o r  coo rd ina t ion .  Mental health
centers and h o sp i ta ls  depend on spec ia l ized  treatment programs to
complete t h e i r  commitment to provide a f u l l  range o f  treatment un-
64der funding reg u la t ion s .
New laws, re g u la t io n s ,  and funding requirements establ ished on 
any government leve l  may create a change in the balance o f  depen­
dency. Federal community support programs give increased a t ten t ion  
to the p r i o r i t i e s  o f  former ly  weak serv ice agencies because inde­
pendent agencies now need t h e i r  cooperation. By mandatina increased 
a u th o r i t y  to  e x is t in g  agencies, es tab l ish in g  new agencies empowered 
to enforce coo rd in a t ion ,  and by p rov id ing ta n g ib le  and enforceable 
pena l t ies  f o r  uncooperative agencies, laws and regu la t ions  can be 
used to insure c o o r d in a t i o n . ^
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The ex ten t  to which o ther  local agencies can prov ide s im i la r
or re la ted  serv ices may create  interagency dependency. Increases
in the number o f  o rgan iza t ions  and chanaes in programs creates an
unstable environment f o r  the successful fu n c t io n in g  o f  an agency.
Therefore , agencies must es ta b l ish  j o i n t  ob je c t ive s  and w e l l -de f ine d
re la t io n s h ip s  to avoid p o l ic y  s h i f t s  and agency al ignments.
The leve l  o f  resources an agency has as a basis f o r  independent
and/or cooperat ive re la t io n s  is  an issue o f  interdependency and
agency power. A local  agency tha t  has an exte rna l  and independent
resource base has power. For example, local  o f f i c e s  o f  s ta te  and
federal programs are not as l i k e l y  to cooperate. Consti tuencies o f
agency's are another power source, esp ec ia l ly  when an agency is
67faced w i th  budget reduct ions.
I f  agencies are aware o f  the s c a rc i t y  o f  resources and a need 
fo r  interagency cooperation, coord inat ion  w i l l  more l i k e l y  take
CO
place. For example, the p o s s i b i l i t y  o f  in teragency r e fe r r a ls
need to be acknowledged by agencies so they may see l inkages as
69mutual ly b e n e f i c ia l .  I t  is  much more d i f f i c u l t  f o r  agencies to 
see how t h e i r  resource a l lo c a t io n s  and treatment decis ions have an 
ove ra l l  e f f e c t  on the serv ice  network. Ind iv idua l  agency po l icy  
decis ions in regard to c l i e n t  serv ice e l i g i b i l i t y  or payment fo r  
care can create  serv ice  gaps and overlaps in serv ice  and reduces 
the o v e ra l l  e f f i c i e n c y  o f  the serv ice network. Agency consensus in 
the serv ice  d e l iv e ry  network in regard to the r o le ,  goals, and j u r i s ­
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d ic t i o n  o f  each agency is  essen t ia l  in the coo rd ina t ion  o f  agency 
serv ices .  Disagreement creates a c l imate  o f  competi t ion f o r  c l i e n t s  
and j u r i s d i c t i o n s .  I f  com pet i t ion  depletes agency resources and 
j u r i s d i c t i o n s .  I f  compet i t ion depletes agency resources and reduces 
e f fe c t iv e n e s s ,  coord ina t ion  can be viewed as a useful management and 
1inkage t o o l . ^
Consis tent agency opera t ion  approaches support the f a c i l i t a t i o n  
o f  coo rd ina t ion .  In mental hea l th  t h i s  means developing a cons is ­
te n t  approach to problem d e f i n i t i o n ,  diagnosis, categor ies o f  c l i e n t  
care,  and management o f  agency op e ra t io ns . Agencies th a t  inc re as ing ­
l y  share common languages and treatment approaches, support an i n ­
creased l i k e l i h o o d  o f  a successful outcome to coord inate serv ices 
between a g e n c ie s .^
Legal mandates th a t  enforce the coord inat ion o f  serv ices among
agencies are condit ioned by the fac to rs  discussed so f a r .  I f  an
agency does not recognize a c le a r  b e n e f i t ,  there is  no basis f o r
communication, and i f  there is  a power base fo r  an agency to r e s i s t
enfr ingements on i t s  j u r i s d i c t i o n s  or resources, legal mandates can
72be c o s t ly  and f u t i l e .
New laws, reg u la t ion s ,  and funding requirements estab l ished on 
any government level may create a change in the balance o f  dependen­
cy. Federal community support programs give increased a t t e n t io n  to 
the p r i o r i t i e s  o f  fo rmer ly  weak serv ice agencies because indepen­
dent agencies now need t h e i r  cooperation. By mandating increased
26
a u th o r i t y  to  e x is t in g  agencies, e s ta b l is h in g  new agencies empowered
to enforce coo rd ina t ion ,  laws and re gu la t io ns  can be used to insure 
73c o o r d in a t io n .
Agencies can be viewed as ba lancing the cond i t ions o f  i n t e r o r -
74gan iza t iona l  coord inat ion  th a t  can be used as p r in c ip le s  f o r  l inkages .  
There are th ree  s t ra teg ies  th a t  boards and o ther agencies may use 
to b u i ld  a system o f  coordinated se rv ices .  At an agency l e v e l ,  s e r ­
v ice  needs and c l ie n t -cen te re d  l i n k s  to those serv ices are b u i l t  i n ­
to the treatment plan. Second, boards support the development o f  
l inkages between mental heal th agencies, and es tab l ish  a s tab le  ne t ­
work o f  mental heal th serv ices.  T h i rd ,  boards can support the
75development o f  l inkages to o ther  human serv ice networks.
Human services in te g ra t io n  i d e n t i f i e s  a large number o f  coor-  
d in a t i v e  a c t i v i t i e s  amongst serv ice  agencies. Service in te g ra t io n  
a c t i v i t i e s  are i d e n t i f i e d  in fou r  areas which inc lude: A broad se r­
v ice d e l iv e ry  approach, where prov iders view the c l i e n t  as an i n d i ­
v idual w i th  complex needs, and by way o f  casemanagement, in fo rm a t ion ,  
and r e f e r r a l  those needs are met; ‘ program l in k a g e s 1̂  are created 
where independent agencies coord inate  serv ices ,  w i th  a re s u l t  o f  
c rea t ing  a comprehensive mult iagency serv ice de l iv e ry  system; 
government un i ts  work together to coord inate  various programs w i t h ­
in the intergovernmental system, and develop po l ic ie s  fo r  a l l  pro­
grams; and the c reat ion  o f  'umbrel1 as or  new organ izat ions th a t  
manage a number o f  human services to improve po l ic y  management,
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78program l inkages ,  and serv ice  d e l iv e ry .
The elements o f  a coordinated model o f  se rv ice  w i th  other agen­
cies inc lude ;  general in take and assessment o f  c l i e n t s '  problems;
79knowledge o f  serv ice  f a c i l i t i e s ;  r e s p o n s ib i l i t y  f o r  r e fe r r in g  c l i e n t ;  
r e s p o n s ib i l i t y  f o r  a formal con trac t  between c l i e n t s ,  systems mana­
gers, and programs; eva luat ion o f  the q u a l i t y  o f  the serv ice ren­
dered to the c l i e n t ;  fo l low -up  to obta in c l i e n t  serv ice  and agency 
e f fec t iveness feedback; the adm in is t ra t ion  o f  funds f o r  the ODera- 
t ion  o f  coo rd in a t ive  system; and research r e s p o n s ib i l i t i e s  in re ­
gard to unmet serv ice  needs and serv ice system d e l iv e ry  gaps. Also 
essentia l  in  a governing s t ru c tu re  is the a b i l i t y  to evaluate the 
e f fec t iveness  o f  the model, resolve i d e n t i f i e d  b a r r ie rs  to serv ice ,  
i n s t i t u t i o n a l i z e  p o l ic y  changes, and develop innova t ive  funding 
sources and a d m i n i s t r a t i o n . ^
There are fo u r  sets o f  t a c t i c s  tha t  may be used by mental health 
boards to f a c i l i t a t e  coo rd ina t ion .  The f i r s t  set o f  t a c t ic s  involves 
the assessment o f  coord inat ion  a c t i v i t i e s  in the serv ice system.
These a c t i v i t i e s  are genera l ly  performed by s t a f f .  A c t i v i t i e s  i n ­
clude: 1). Compil ing an inventory  o f  mental heal th  and re la ted
resources in the loca l  community.
2). Catalog community resources tha t  are an informal par t  o f  the 
mental heal th  system and ra te  the c o n t r ib u t io n  they have to commu­
n i t y  treatment and support.
3). I d e n t i f y  formal community organizations tha t  could provide
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81socia l  support f o r  p s y c h ia t r i c  c l i e n t s .
4 ) .  Research cu r ren t  common pat terns o f  i n te r a c t i o n  among heal th  
agencies and o ther  agencies, and determine types o f  l inkages tha t  
exi s t .
5) . Research the cu r ren t  s ta te  o f  resource dependency among mental 
heal th and o ther human serv ice  o rgan iza t ions .  Include the re fe r r a l  
network, shared resources, c o n t rac ts ,  and o ther l inkages th a t  e x i s t .
6) . I d e n t i f y  present c o n f l i c t s  and an imosi t ies between agencies.
7). Develop a process eva lua t ion  research p r o je c t ,  and evaluate 
the cur ren t  system. I d e n t i f y  the major e f fec ts  o f  the cu r ren t  sys­
tem in the development o f  gaps and/or du p l ic a t io n  o f  serv ices.  This
82w i l l  provide a basis f o r  a c t io n .
The second set  o f  t a c t i c s  includes the board in an ac t ive  or 
a d jud ica t ive  ro le  in the development o f  coord ina t ion  among serv ice 
agencies. The board can take an ac t ive  ro le  in e s ta b l is h in g  a task 
force tha t  brings together  s t a f f  from d i f f e r e n t  agencies in to  a 
face - to - face  forum to i d e n t i f y  interdependencies and develoD l i n k ­
ages. Problems tha t  may develop in the execution o f  l inkages,  i f  
cond i t ions change, or i f  key personnel leave, may be remediated 
w i th  the board's assistance by developing new l inkages or a new 
channel o f  execution. The board can be a useful avenue in nego­
t i a t i o n s  over coo rd ina t ion ,  and may provide ins igh ts  and innovat ive
83
compromises. The type o f  l inkage should not exceed i t s  purpose.
The t h i r d  set  o f  t a c t i c s  are in regard to the development of
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l inkages and coord ina t ion  in v o lv in g  the in v e s t ig a t io n  o f  resources
ava i la b le  f o r  j o i n t  programs and planning.  The board may negot ia te
w i th  o ther human serv ice agencies to work out d e ta i l s  f o r  f inanc ing
shared personnel,  se rv ices ,  o r  physical f a c i l i t i e s .  S t a f f  members
from each agency can t ra c k  federa l  and s ta te  announcements o f  funds
f o r  demonstrat ion p ro jec ts  f o r  loca l  serv ice coo rd ina t ion .  Board
members can become invo lved w i th  o ther human serv ice  agencies to
id e n t i f y  new funding sources and in f luence  coord ina t ion  by serv ing
84on other boards, task fo rces ,  or  advisory  counc i ls .
The fo u r th  set of t a c t i c s  involves an education ro le  f o r  the 
board. Boards can serve as in fo rmat ion  centers f o r  mental heal th 
and human serv ice  agencies to provide in format ion in regard to l o ­
cal serv ices ,  personnel resources, o ther community l inkage programs, 
and in fo rmat ion  about coo rd ina t ion  support programs. Boards could
develop in -s e rv ic e  t r a in in g  programs tha t  examine community support
85systems and d i f f e r e n t  models o f  interagency coo rd ina t ion .
I t  is  necessary f o r  boards to view these t a c t i c s  w i th in  the 
context o f  loca l  community o b je c t i v e s ,  needs, and resources. Coor­
d in a t ion  o f  services and opera t ions is a necessary and responsib le 
response to new treatment needs and a growing s c a r c i t y  o f  resources. 
Boards face the d i f f i c u l t  task o f  devis ing workable mechanisms fo r
coord ina t ion  th a t  respond to the complex con f igu ra t ion  o f  local
86needs and resources.
A theory o f  community based care has been developing and ex­
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perienced mental heal th p ro fess iona ls  understand what the in d iv id ua l
87needs and serv ices are. Several experiments in coord ina t ing  se r­
vices have been t r i e d  and have f a i l e d ,  and cooperation is d i f f i c u l t
88f o r  many reasons. But, many stud ies now conf i rm how the a v a i la ­
b i l i t y  o f  community based serv ices reduces h o s p i ta l i z a t io n  admis­
sions.  Studies conclude th a t  the h o s p i t a l i z a t io n  or  rec id iv ism  ra te  
is  reduced by almost h a l f  when community based services are a v a i l -  
a b le .89
From a lo n g i tu d in a l  study o f  95 dyadic re la t io n s h ip s  among 
ch ie f  care and heal th  organ iza t ions  in Texas a theory was developed 
regarding the c re a t ion ,  growth, and dec l ine  o f  in te ro rg a n iza t io n a l  
re la t io n s h ip s .  The model was revised to exp la in  the data acquired 
and new pat terns were recognized th a t  were important  to the develop­
ment o f  in te ro rg an iz a t ion a l  re la t io n s h ip s  over t ime. These new pat­
terns were i d e n t i f i e d  and inc luded: 1). Perceptions o f  dependence
on o ther  organ iza t ions f o r  resources s t imula tes the development o f  
in te ro rg a n iz a t io n a l  re la t io n s h ip s .  A very powerful d i r e c t  determi­
nant o f  communications, resource t ra nsac t ions ,  and consensus is 
resource dependence.
2) . Growth o f  in te ro rg a n iz a t io n a l  re la t io n sh ip s  is  dependent on 
frequent communications to fo rmal ize  re la t ion sh ip s  and to bu i ld  a 
consensus in regard to the terms o f  the re la t io n s h ip  among the par­
t i c i p a t i n g  p a r t ie s .
3).  C l ie n t  r e fe r r a l s  and monetary t ransact ions requ ire  d i f f e r e n t
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patterns o f  coo rd ina t ion .
4) .  A p o s i t i v e  outcome o f  i n i t i a l  resource dependence is  consensus 
among the p a r t i c i p a t i n g  organ izat ions in an in te ro rg a n iz a t io n a l  re ­
la t io n s h ip  but has a negat ive impact on subsequent perceptions of
90resource dependence.
The lo n g i tu d in a l  research in th is  re p o r t  examined the m ob i l iza ­
t io n  o f  coo rd in a t ion  e f f o r t s  i n i t i a t e d  by four teen ea r ly  chi ldhood 
development (ECD) o rgan iza t ions .  M o b i l i z a t io n  coord ina t ion  focuses 
on a c t i v i t i e s  o f  an o rgan izat ion  in regard to a p a r t i c u l a r  ob jec t ive  
fo r  which i t  needs support,  cooperation, o r  resources from a group 
o f  o rgan iza t ion s .  The primary organ iza t ion  fun c t ions  as an entrpre-  
neur to gather resources and support and develops ad hoc r e la t i o n ­
ships needed to support the organ izat ions o b je c t iv e s .  This type o f  
coord ina t ion  is  important  but is  overlooked because coord ination is 
re la ted  to s t ru c tu re d  coord ina t ion .  The ECD agencies were i n i t i a l l y  
funded by a Texas s ta te  department and became f i n a n c i a l l y  indepen­
dent o f  the s ta te  w i th in  three and one h a l f  years.  In the in te r im ,  
the ECD o rga n iza t io n s '  d i re c t io n s  recognized they were going to need 
the support o f  o ther  organizations to surv ive  and understood tha t
they needed to in te g ra te  in to  the human serv ice d e l ive ry  systems on
91a community l e v e l .
Another ana lys is  o f  the development o f  c h i ld r e n 's  services 
id e n t i f i e s  and analyzes f ind ings  from states th a t  have i n i t i a t e d  
the development o f  coordinated approaches fo r  d e l iv e ry  of  services
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to ch i ld ren  and adolescents who may be mult ihandicapped or are in 
need o f  serv ices from two or more s ta te  agencies. The survey con­
ducted in 1983, by the Alpha Center, Bethesda, Maryland, f o r  the 
National I n s t i t u t e  o f  Mental Health (NIMH), i d e n t i f i e d  f i f t e e n  states 
having a formal coordinated s t ru c tu re  fo r  c h i l d r e n 's  serv ices,  i n ­
c luding mental heal th  se rv ices ,  at  the s ta te  l e v e l .  Coordination 
a c t i v i t i e s  in these s ta tes were the r e s u l t  o f  l e g i s l a t i v e  or execu­
t i v e  mandates, o r  strong c h i ld  advocacy movement in the s ta te .  These
states in te n t io n s  are to improve services to mult ip rob lem ch i ld ren ,
92'those who f a l l  through the c racks ,"  by st rong interagency cooper-
93ation and coo rd ina t ion .
Three types o f  ad m in is t ra t iv e  s t ruc tu res  were i d e n t i f i e d  fo r
de l ive ry  o f  serv ices among the f i f t e e n  s ta tes .  These were: states
with  consol idated agencies responsible fo r  admin is te r ing  almost a l l
94c h i ld re n 's  se rv ices ;  s ta tes w i th  'quas i '  consol idated agencies
responsib le f o r  adm in is te r ing  some part o f  c h i l d r e n 's  serv ices: and
states w i th  a formal coord ina t ing  mechanism responsib le fo r  overs iaht
95and development o f  po l ic y  f o r  c h i ld re n 's  serv ices.
There were three s ta tes i d e n t i f i e d  w i th  consol idated agencies 
at  the s ta te  l e v e l ;  Connect icut,  Delaware, and Rhode Is land. Wel­
fa re ,  j u v e n i le  j u s t i c e ,  c h i l d  p ro tec t io n ,  and c h i l d  mental health
programs and serv ices are under the new department, which has re-
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s p o n s ib i l i t y  f o r  the adm in is t ra t ion  of c h i ld re n 's  serv ices. Con­
so l ida ted agencies assume r e s p o n s ib i l i t y  fo r  s t a f f ,  o f f i c e  equipment,
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fu rn is h in g s ,  and budget a l l o c a t io n s .  They also assume t r a d i t i o n a l  
management func t ions  in regard to p lanning, budget development, pro­
gram development and a d m in is t ra t io n ,  and development o f  management
97in fo rmat ion  systems and data c o l l e c t i o n .
I t  is  considered th a t  the consol idated agency approach is  the 
most d i f f i c u l t  s t ru c tu re  to develop and implement. This is  due to 
the l e g i s l a t i v e  and a d m in is t ra t iv e  changes th a t  are necessary. Also 
a t  issue are concerns in regard to agency autonomy and p o s i t io n ,  
which may i n i t i a t e  st rong oppos i t ion  from agencies th a t  view them­
selves as weak and vu lnerab le .  The conso l ida t ion  model has not been
widely  adopted although several s ta tes have reviewed the model as a
98cons idera t ion .
The under ly ing s trengths o f  t h i s  model inc lude more v i s i b i l i t y  
fo r  c h i ld re n 's  serv ices ;  s trong l e g i s l a t i v e  support w i th  l i k e l y  i n ­
creases in budget f o r  se rv ice s ;  inc reas ing ly  e f f e c t i v e  coord inat ion 
o f  serv ices and programs and e f f e c t i v e  management c o n t r o l , therefore 
reducing d u p l ica t io n  and waste; reducing ' t u r f '  ba t t les  and avoidance 
and s h i f t i n g  o f  serv ice respon s ib i1i t y  in care; a decrease in depar t ­
mental stagnation which helps to e l im ina te  tunnel v is ion  and r e c r u i t  
'new b lo o d ' ;  the development o f  l i n k s  wi th  r e s t r i c t i v e  environments 
to es tab l ish  a l t e rn a t i v e s ;  the development o f  a strong c h i ld re n 's
consti tuency and advocacy grouD; and the increased presence o f  men-
99ta l  health in a l l  c h i l d r e n 's  serv ices.
From a mental heal th  perspective there are some inherent prob-
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1 ems th a t  may in f luence the mental heal th  s t ru c tu re .  These inc lude:
i f  department d i re c to r s  r e ta in  a biased v iewpo in t  t h i s  may re s u l t  in
a decrease in a t te n t io n  on mental heal th  needs; and mental health
serv ices may need to compete w i th  o ther c h i l d r e n 's  services fo r  part
o f  the departments'  budget, as they did when they competed w i th
ad u l t  mental heal th  programs fo r  a par t  o f  the mental health budget. 
101'Quasi '  consol idated agencies are s im i l a r  to consol idated
agencies in  th a t  they tend to be estab l ished as d iv is io n s  w i th in
102e x is t in g  umbrel la agencies. Many strengths i d e n t i f i e d  under the 
consol ida ted agency model are also i d e n t i f i e d  under the guasi con­
so l ida ted  model. They inc lude:  more v i s i b i l i t y  f o r  ch i ld re n 's
serv ices ;  s trong l e g i s l a t i v e  support w i th  l i k e l y  increases in budget
103f o r  se rv ices ;  increased casemanagement c a p a b i l i t y ;  increased
l i k e l i h o o d  o f  j o i n t  ventures between agencies, espec ia l ly  education;
the development o f  l in k s  w i th  r e s t r i c t i v e  environments to estab l ish
a l t e r n a t i v e s ;  a decrease in departmental s tagnat ion ;  and the support
104to accomplish b e t te r  interagency in te g ra t io n  and coord ination.
But, u n l ike  consol idated agencies, the mental health department 
and o ther  agencies tha t  are autonomous are able to re ta in  and main­
ta in  more con tro l  o f  serv ices.  Therefore, there is not as much i n ­
te re s t  in  coord ina t ion  w i th  o ther mental heal th serv ices. A primary
weakness in the quasi conso l ida t ion  process is  there continues to
105be d u p l i c a t io n  and overlap o f  serv ices.
States w i th  formal coord inat ing  mechanisms vary in s t ruc tu re
35
1 Dfig re a t ly .  The s t ru c tu re  can range from a new d i v i s i o n  in an um­
b re l la  agency, to a counci l  o f  commissioners or  department d i rec to rs  
tha t  coord inates mult iagency a c t i v i t i e s  and se rv ices .  These bodies 
do not have the re spons ib i1i t y  o f  adm in is te r ing  c h i ld re n 's  service 
programs but serve to coord inate p o l ic y  and planning development 
among agencies and programs. Ind iv idua l  agencies maintain th e i r  
autonomy in regard to s t a f f  and budget resources.
The formal coord ina t ing  func t ion  var ies  g r e a t l y  from state to 
sta te  but there  are common strengths noted across these s t ruc tu res .
Strengths inc lude :  the a b i l i t y  to re ta in  departmental i d e n t i t i e s ;
108the enhancement o f  coord ina t ion  among departments; they provided
109a mechanism to keep ch i ld ren  from ’ f a l l i n g  through the cracks, '  
and the presence o f  a fo rce  tha t  could be o b je c t iv e  and neutra l .
The weaknesses o f  the formal coord inat ion  approach included: 
the i n a b i l i t y  to avoid t u r f  issues, even though there is a mechanism 
to a s s is t  in reso lv ing  some c o n f l i c t s  because very l i t t l e  s t a f f  or 
money is  a l lo ca te d  to support these bodies, there  is  a d i f f i c u l t y  
in fu n c t io n in g  and implementing needed program changes; and because 
departments remain autonomous and func t ion  as independent, s e l f -  
contained bodies, there  is very l i t t l e  real con tro l  over departments 
under t h i s  model.
A common fa c t o r  shared in regard to the development and imple­
mentation o f  a model was negative p u b l i c i t y ,  and c r i t i c i s m  of the 
cur ren t  system o f  serv ice p rov is ion .  I f  pub l ic  advocacy and a t ten ­
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t i o n  is  s u b s ta n t ia l ,  then negat ive a t te n t io n  can r e s u l t  in successful 
l e g i s l a t i v e  and ad m in is t ra t iv e  advocacy. Departments do not have 
contro l  over funding th a t  the le g is l a t u r e  and governor has, and at 
th is  leve l  change was i n i t i a t e d .  This a t t e n t io n  bypassed departmen­
ta l  po s tu r ing ,  defensiveness, and s e l f -p ro te c t io n sm .  The governor 
or l e g i s l a t u r e  provides a leve l  o f  in f luence  th a t  supports agencies 
to cooperate and p a r t i c i p a te .  An in te re s t in g  f in d in g  o f  th i s  repor t
is  th a t  almost a l l  s ta tes repor ted some degree o f  success in imple-
112mentmg interagency coo rd ina t ion .
In the quasi consol idated and consol idated agency models the 
fear o f  loss o f  power and o f  being ignored was expressed by mental 
health representa t ives  f re q u e n t ly .  Chi ld we l fa re  and ju v e n i le  j u s ­
t i c e  systems have con tro l  over more resources and s t a f f  than ch i ld
113mental heal th  programs. With in the Department o f  Mental Health 
c h i ld re n 's  services experience l im i te d  s t a f f i n g  and funding, and 
the re fo re  en ter  the arena as a less powerful e n t i t y .  Therefore, the 
in f luence mental heal th has can grow as services become an in tegra l  
part  o f  the treatment in te rv e n t io n  fo r  a l l  ch i ld re n  and fam i l ie s .  
Chi ld we l fa re  phi losophy is  not incompatib le w i th  mental health 
ideas but n e i th e r  can use r i g i d  or narrow d e f i n i t i o n s .  This means 
tha t  c h i l d r e n 's  mental heal th  services have to be more broadly de­
f ined than t ransac t iona l  psychoanalyt ic  therapy and DSM-III diag- 
114noses.
Coordination s t ruc tu res  tha t  have a degree o f  control  over
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funds have an increased l i k e l i h o o d  o f  being successful in the devel­
opment and implementation o f  new programs. When a coord inat ing 
s t ru c tu re  does not have resources,  the commitment and good w i l l  o f  
the agencies involved needs to be u t i l i z e d .  I f  the a c t i v i t i e s  o f  
the coo rd ina t ing  s t ru c tu re  produce some concrete and tang ib le  changes, 
p a r t i c i p a t i o n  by agencies is  l i k e l y  to continue, but i f  there are 
not changes p a r t i c i p a t i o n  is  l i k e l y  to decrease. One o f  the prob­
lems inheren t  in the formal coord ina t ing  approach is  the develop­
ment o f  innova t ive  plans th a t  lack resources f o r  implementation, and
115t he re fo re  r e s u l t  in d is i l l u s io n m e n t  w i th  the process.
Coord ination tends to inc lude agencies w i th in  the human services 
system. Education is  the s ing le  la rg es t  agency serving ch i ldren 
but in general was not included in the consol idated or  quasi consol­
idated model. But, there was a coordinated re la t io n s h ip  between 
the coo rd ina t ion  s t ru c tu re  and the Department o f  Education. Also, 
s p e c i f ied  heal th  services were not usua l ly  among consol idated ser­
v ices ,  but p a r t i c ip a te d  in planning and coord inat ion  w i th  the new 
coo rd ina t ing  s t ru c tu re .
A concern developed in  regard to the in te r face  between the 
c h i l d r e n 's  agency and the s ta te  mental health au th o r i t y  when c h i l ­
dren become e l i g i b l e  f o r  programs in the adu l t  mental health sys­
tem. The mental health department had more d i f f i c u l t y  in planning 
f o r  the needs o f  a c h i ld  as he enters the adu l t  system. Therefore, 
the consol idated c h i ld r e n 's  agency needs to maintain contact wi th
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the a d u l t  mental health system . ^
Serv ice providers have adapted and learned to work w i th  and
around imprecise terms in mental hea l th .  This impreciseness allows
systems to be manipulated to gain ends supposedly f o r  the wel fa re o f
pa t ien ts  and c l i e n t s .  In f a c t ,  terms are used as obs truc t ions  to 
118goals.  Fragmentation has overcome coord inat ion  wi th  the r e s u l t
o f  p a t ie n t  care and treatment outcomes s u f fe r in g .  Patients and
fa m i l ie s  are more amenable to shopping f o r  serv ices when they have
op t ions .  Lapses in serv ice c o n t i n u i t y  and care has created increased
pub l ic  d is i l lu s io n m e n t  and unhappiness in regard to the a f t e re f fe c ts
119o f  d e i n s t i t u t i o n a l i z a t i o n .
Rochester, New York, has long been in the lead o f  innovative 
heal thcare system development. In an attempt to ra t io n a l iz e  a sys­
tem o f  publ ic - funded mental hea l th  services in a two-county area 
In tegra ted  Mental Health, Inc. (IMH) was conceived. In 1978 f i v e  
area community mental health centers in conjunction wi th  the Roches­
t e r  P sych ia t r i c  Center, the s ta te  f a c i l i t y  serv ing th is  area, ap­
p l ie d  to the s ta te  government f o r  a s ing le  service system grant.
The grant  was awarded in 1980 v ia  the s ta tes O f f ice  o f  Mental Health, 
and the Rochester Area Hosp ita ls  Corporation was selected to adminis­
t e r  the g ran t .  The p ro je c t  was d iv ided in two phases tha t  included 
an ana lys is  o f  cur ren t  problems in the community and designing a 
b e t te r  system f o r  the fu tu re .  Findings o f  the analysis included:
"The community had spent 12 m i l l i o n  d o l la rs  fo r  mental health ser-
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vices in the year 1981. Many o f  these d o l la r s  were being used in e f ­
f e c t i v e l y  and care was being compromised as a r e s u l t .  There was no 
focal po in t  f o r  i d e n t i f y i n g  problems and implementing so lu t ions .  
Governance, management, and f inanc ing  r e s p o n s ib i l i t i e s  were f ra g ­
mented and sca t te red .  Revenues to mental heal th  centers were unpre­
d ic ta b le  and f inanc ing  mechanisms encouraged overuse o f  expensive 
in p a t ie n t  care ra th e r  than less cos t ly  and o f ten more appropr ia te 
ou tpa t ie n t  op t ions .  There was l i t t l e  in fo rmat ion  adequate fo r  plan­
ning and managing p a t ien t  care or indeed f o r  knowing what happened
120in the course o f  p a t ie n t  care.
A f te r  i d e n t i f y i n g  the problems, the next o b jec t ive  was to de­
sign a system th a t  would s u b s t i tu te  fragmentation w i th  comprehensive, 
coordinated community planning and o f f e r  community mental health 
providers the f i n a n c ia l  incent ives to provide needed serv ices. A 
f i v e - p a r t  program was developed to achieve these ob ject ives which 
inc luded: "1 ) .  In tegrated Mental Health, Inc. (IMH). A standing
n o t - f o r - p r o f i t  corpora t ion  organized to provide a community-wide 
planning,  coo rd ina t ing  focus fo r  mental heal th  serv ices;
2). Contract Revenue System (CRS). A d e l iv e ry  and f inance system 
designed to provide s tab le ,  p red ic tab le  funds f o r  community mental 
health agencies;
3). C ap i ta t ion  Payment System (CPS). A d e l iv e ry  and f inancing 
system to assure the c h ro n ic a l l y  menta l ly  i l l  subs tan t ia l  services 
in the community t a i l o r e d  to t h e i r  needs, w i th  a Lead Agency respon-
40
121s ib le  f o r  t h e i r  care by con t rac t  and w i th  access to data f o r  
planning and ca r ry ing  out the necessary serv ices .  (An HMO model, 
w i th  cash advanced f o r  p a t ie n t  care, works in pa r tne rsh ip  wi th  the 
s ta te  hosp i ta l  f a c i l i t y ,  Rochester P sych ia t r ic  C en te r . ) ;
4) . S ta r t -up  C a p a b i l i t y  f o r  CPS. A commitment from the State of  
New York to a l low  fo r  i n i t i a t i n g  necessary f a c i l i t i e s ,  s t a f f ,  s t a f f  
t r a i n in g  and suppl ies so as to accommadate the needs o f  pat ients  new 
or only p e r ip h e ra l l y  served prev ious ly  in the community;
5). Management In format ion System (MIS). A soph is t ica ted  set of 
data systems w i th  a common format f o r  a l l  p a r t i c i p a t i n g  agencies 
enabl ing IMH to monitor p a t ie n t  outcomes, support the complex f in a n ­
c ia l  and management re po r t in g  systems, supply the prov ider agencies
wi th  c a p a b i l i t y  to  moni tor ,  eva luate , and plan in automated fashion
122f o r  serv ice  d e l i v e r y . "
The new co rpo ra t ion ,  IMH, qu ick ly  secured contracts  fo r  the 
design o f  the management in fo rmat ion  system to be ready fo r  imple­
mentation o f  the program. This was an ambit ious system to implement 
and an extensive network o f  con trac ts  were designed. Payor contracts 
to support t h i s  system are between the State o f  New York, the Coun­
t ie s  o f  Monroe and L iv ings ton ,  the United Way o f  Greater Rochester, 
and In tegra ted  Mental Health,  In c . .  There are nineteen organiza­
t ions th a t  are members now. Casemanagement is  emphasized to assess,
plan, coo rd ina te ,  r e f e r ,  and monitor community treatment o f  the
1 22c h ro n ic a l l y  menta l ly  i l l .  IMH, Inc. manages and coordinates
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the many i n te r lo c k in g  systems. I t  accepts delegated a u th o r i t y  fo r
104
planning,  fund ing ,  mon i to r ing ,  and eva luat ing  mental health serv ice .
Outcomes o f  the IMH p ro je c t  inc luded:  Documented re su l ts  o f  an
eva lua t ion  s tudy,  supported by the National I n s t i t u t e  o f  Mental 
Health, con t ras t in g  func t iona l  outcomes in a managed care community 
based system f o r  c h ro n ic a l l y  menta l ly  i l l  i n d iv id u a ls  w i th  pa t ien t  
outcomes served in  the mental heal th  system; eva luation o f  manage­
ment and system a c c o u n ta b i l i t y  using standardized data generation 
and re p o r t i n g ;  using a system-wide Management In formation System i n ­
creased a b i l i t y  to plan based on systemwide,  comparable in format ion;  
use o f  loca l  management de legation using funding c o n t ro l ,  c a p i ta t io n ,  
and f i n a n c ia l  incen t ives ;  measurement o f  the a b i l i t y  o f  a local ser­
vice system funded by pub l ic  money to p a r t i c ip a te  and in f luence men­
ta l  heal th  serv ice  environment throuqh a consol idated corporate 
dec is ion making process th a t  creates a to ta l  system o f  care and to
learn and share the knowledge ascerta ined by developing a complete
125serv ice record o f  pa t ien ts  moving throuqh a serv ice system.
Almost a l l  states have a mechanism developed to fund local com­
munity mental heal th  centers . The State o f  Michigan has 83 Communi­
ty  Mental Health Center Boards which are attached to local  county 
government systems. Annual ly , the State Department o f  Mental Health 
submits to  each Board an in s t r u c t io n a l  packet fo r  the development 
and submission o f  a program plan and budget. The Department reviews 
each Boards annual plan and budget and approves or disapproves in
42
whole o r  p a r t .  E l i g i b i l i t y  f o r  s ta te  funds is  contingent on an ap­
proved plan and budget.
In reviewing a county program's annual plan and budget the De­
partment o f  Mental Health considers the s ta te 's  mental health needs, 
the coun ty 's  mental health needs, and the s ta te 's  need f o r  a reason­
able degree o f  statewide s tandard iza t ion  and contro l  o f  serv ices.
This includes "the county program's need f o r  a 
reasonable degree o f  f l e x i b i l i t y  and freedom to de­
design, s t a f f ,  and adminis ter  serv ices in a manner 
th a t  the county program deems appropria te  to i t s  
s i t u a t i o n .  The county program's need fo r  a rea­
sonable expectat ion tha t  services meeting an essen­
t i a l  mental health need and which are appropr ia te ly
designed and executed w i l l  rece ive continuing state 
f in a n c ia l  support w i th in  the con s t ra in t  o f  s ta te 
funds a c tu a l ly  appropriated by the le g is la tu re .  The 
demonstrated relevancy, q u a l i t y ,  e f fec t iveness ,  and 
e f f i c ie n c y  o f  the county program's serv ices.  The
adequacy of  the county program's accounting fo r  the
126expenditure o f  s ta te  funds"
P r io r  to  the beginning o f  the s ta tes '  f i s c a l  year,  the Department 
o f  Mental Health n o t i f i e s  each Community Mental Center Board o f  the
approval o r  disapproval of  i t s  plans and budget and the a l lo c a t io n
o f  funds. I f  there are i n s u f f i c i e n t  funds fo r  the a l lo c a t io n  o f
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approved plans and budgets, the Department decides based on the
127c r i t e r i a  how to d iv id e  the funds a v a i la b le  to the Boards. The
sta te  is  mandated to pay 90% o f  the annual net cos t  o f  a county
128community mental heal th  program. The county is  f i n a n c i a l l y  l i a b l e  
fo r  1 0 % o f  the net cost o f  services provided by the s ta te  and by con-
i pq
t r a c t  to  a Community Mental Health Center Board.
The Michigan Mental Health Code, Act 258, was enacted in 1974.
I t  was enacted to :
"modernize, add t o ,  rev ise ,  conso l ida te ,  and cod i fy  
the s ta tu tes  re la ted  to Mental Health; de l inea te  the 
powers and 'du t ies  o f  t h e ■department o f  mental hea l th ;  
to e s ta b l i s h  county community mental heal th  programs; 
to  de l in ea te  s ta te  and county f in a n c ia l  r e s p o n s ib i l i -  
t y  f o r  pub l ic  mental health serv ices;  to create  ce r­
ta in  funds; to es tab l ish  procedures f o r  the c i v i l  ad­
mission and discharge o f  menta l ly retarded and devel- 
opmental ly disabled persons to and from f a c i l i t i e s ;  
to e s ta b l is h  guardianship arrangements f o r  menta l ly  
re tarded persons; to es tab l ish  ce r ta in  r i g h ts  o f  
persons who receive mental health serv ices ;  to es ta ­
b l i s h  f in a n c ia l  l i a b i l i t y  f o r  the re ce ip t  o f  mental 
hea l th  serv ices ;  to es tab l ish  ce r ta in  miscel laneous 
p rov is ions  r e la t i n g  to mental hea l th ;  to es tab l ish  
procedures pe r ta in ing  to menta l ly  i l l  and menta l ly  
re tarded persons who are under cr iminal  sentence, to 
persons who are menta l ly  incompetent to stand t r i a l ,  
and to persons who have been found not g u i l t y  by 
reason o f  in s a n i t y ;  and to repeal ce r ta in  acts and 
parts  o f  a c t s . "13u
The State Department o f  Mental Health is  responsible f o r  the 
implementation o f  Act 258. I t  is responsible f o r  the development 
and establ ishment o f  arrangements and procedures f o r  the coordina­
t ion  and in te g ra t io n  o f  s ta te  and county program serv ices.  The 
Department reviews and evaluates the Q ua l i ty ,  e f fe c t iven ess ,  and
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e f f i c i e n c y  o f  programs. The Department provides c o n s u l ta t i v e  ser­
vices co ccunty programs by assignment o f  Area Managers who act  as 
l ia i s o n s  between the Department and County Boards. The Department 
estab l ishes and approves county programs, program plans and budgets. 
I t  provides f i n a n c ia l  l i a b i l i t y  schedules, p ro v is io n s ,  and proce­
dures f o r  in d iv id u a ls  who receive mental health serv ices through a 
county mental hea l th  program. I t  is  mandated th a t  in d iv id u a ls  can­
not be denied a county mental health service because o f  i n a b i l i t y  
to pay f o r  a se rv ice .  The Department conducts annual aud i ts  of the 
expenditure o f  s ta te  funds through county programs. I t  develops 
the ru les  and procedures to  implement the ob jec t ives  and prov is ions 
and ru les o f  f e d e r a l l y  funded insurance programs, and t h i r d  party  
re imbursers .
Planning requirements fo r  mental heal th serv ices are de­
veloped and completed, in the s ta te  o f  Michigan, as pa r t  o f  the 
State Health Plan (SHP). The State Health Planning and Development 
Agency (SHPA) is selected by the Governor. In Michigan, the 
development o f  the SHP is  the responsib i l  i t y  o f  the O f f i c e  o f  Health 
and Medical A f f a i r s ,  which is  the SHPA. The SHP, when completed, 
is  presented to the statewide Health Coordinating Council (SHCC) 
fo r  review. The SHCC is  a 53-member counci l comprised o f  consumers 
and providers o f  heal th  care which is  appointed by the Governor.
The review process includes holding publ ic  hearings to obta in i n f o r ­
mation from the pub l ic  concerning the plan. When the SHCC approves
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the p lan, i t  i s  submitted to the Governor and l e g i s l a t u r e  f o r  review 
and approva l .
The SHP is  to be used as the p r in c ip a l  guide in regards to the 
development o f  mental heal th  programs and the a l l o c a t io n  o f  resources 
to mental heal th  serv ices in  the s ta te .  The SHP is  the basis f o r  ap­
proval or  disapproval o f  the Proposed Uses o f  Federal Funds fo r  the
s ta te  mental hea l th  program and budget; and is  the basis f o r  the
133standards and c r i t e r i a  c e r t i f i c a t e s  o f  need.
The goal developed f o r  mental heal th and developmental d i s a b iH  
i t i e s  set  f o r t h  in the present 1983-87 State Health Plan is there 
are twelve types o f  mental heal th  serv ices tha t  should be ava i lab le  
to a l l  Michigan res iden ts .  P r i o r i t y  basis is to be provided to the 
most severe ly  d isabled.  Services are to be provided a t  a capacity  
leve l  to  meet the se rv ice  leve l  need o f  each community and prov is ion  
o f  services are to be c o s t - e f f e c t i v e  in the leas t  r e s t r i c t i v e  se t t ings  
appropr ia te  to the need. The twelve types o f  services th a t  should 
be ava i la b le  are: i n p a t ie n t  se rv ices ,  p a r t ia l  day se rv ices ,  res iden­
t i a l  se rv ices ,  o u tp a t ien t  se rv ices - inc lud ing  24-hour in te rv e n t io n ,  
casef ind ing serv ices ,  pub l ic  in fo rmat ion and c o n su l ta t io n ,  r e h a b i l i ­
t a t io n  serv ices ,  ha b i tua t ion  serv ices ,  re s p i t e / f a m i l y  support ser-
134v ices ,  casemanagement s e rv ice s ,  and pro tec t ion  and advocacy.
Q ua l i ty  o f  serv ices should be enhanced by the development o f  a 
complete set o f  standards and gu idel ines which cover a l l  aspects and 
leve ls  o f  a d m in is t ra t ive  and c l i n i c a l  func t ion ing .  These standards
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and gu ide l ines  are to be updated w i t h in  f i v e  year periods o f  t ime. v
The ob jec t ives  o f  the mental heal th  plan are to be met by 1987.
The p rov is ions  inc lude:
"By 1987 a l l  admissions f o r  acute care p s y c h ia t r i c  e p i ­
sodes should be to p r iv a te  f a c i l i t i e s .  By 1984 the 
Sta te  Department o f  Mental Health should adopt a po l icy  
regard ing the treatment o f  the c h r o n ic a l l y  menta l ly  
i l l  .136 3 y 1 9 8 7  there  should be an adequate array  o f
serv ices in each Community Mental Health Service Board 
(CMHSB) serv ice  area which w i l l  enable m enta l ly  i l l  and 
developmental ly d isabled persons to stay in t h e i r  com^ 
munity o f  residence. By 1984 the Department o f  Mental 
Health (DMH) and o ther  appropr ia te  agencies such as the 
O f f i c e  o f  Services to the Aqing and the Department o f  
Correct ions should have adopted a p o l ic y  which address­
es the needs o f  the fo l lo w in g  special popula t ions:  ( 1 )
i n s t i t u t i o n a l i z e d  e ld e r l y ,  ( 2 ) n o n in s t i t u io n a l iz e d  e l ­
d e r l y ,  and (3) incarcera ted persons. By 1987 a t  leas t  
75 percent o f  the Community Mental Health Services 
Boards should be designated by the Department o f  Mental 
Health as the mental heal th  a u th o r i t y  f o r  t h e i r  serv ice 
a rea ."136
The SHP develops recommended actions and s t ra te g ie s  to meet 
the goals and ob jec t ives  o f  the SHP. The f i r s t  recommendation is in 
regard to s ta te  f a c i l i t y  reduc t ion .  The SHP recommends the Depart­
ment o f  Mental Health develop and adopt the use o f  model contracts 
agreements between community mental health serv ice  boards and p r iva te  
hosp i ta ls  to  provide acute p s y c h ia t r i c  in p a t ie n t  care f o r  pub l ic  pa­
t i e n t s  in p r iv a te  f a c i l i t i e s .  The SHP recommends tha t  contracts 
should inc lude elements in regard to t ra n s fe r  arrangements from p r i ­
vate f a c i l i t i e s  to s ta te  operated f a c i l i t i e s  or  o ther  long-term 
f a c i l i t i e s  f o r  pa t ien ts  who requ ire  care beyond 30 days; b i l l i n g  and 
f inanc ing  arrangements; minimum treatment requirements fo r  pa t ien ts ;
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coord ina t ion  o f  serv ices between p r iva te  f a c i l i t i e s  and the community
mental hea l th  serv ices board; special prov is ions f o r  emergency admit- 
138t in g  procedures; vo lun ta ry  and invo lun ta ry  admission procedures; 
and agreements w i th  p r iv a te  f a c i l i t i e s  in regard to a v a i l a b i l i t y  o f  
beds f o r  community mental heal th serv ice board use. The Department 
o f  Mental Health should est imate a minimum number and general loca t ion  
o f  p r iv a te  community-based p sych ia t r i c  in p a t ie n t  beds needed to f a ­
c i l i t a t e  the c losure  o f  s ta te  f a c i l i t y  acute p s y c h ia t r i c  in p a t ie n t  
beds, and a c t i v e l y  f a c i l i t a t e  the development o f  the number o f  beds 
needed w i th  community based hospi ta l  prov iders.  The SHP also recom­
mends th a t  the Department o f  Mental Health, in coord ina t ion  w i th  the 
Department o f  Social Serv ices, Department o f  Publ ic  Health and De­
partment o f  Labor, should develop spec ia l ized nurs ing home services 
fo r  in d iv id u a ls  present ly  res id ing  in s ta te  f a c i l i t i e s  who would be 
a pp rop r ia te ly  served in a less r e s t r i c t i v e  s e t t in g ,  and as an a l t e r ­
nat ive f o r  appropr ia te  ind iv id ua ls  who do not have a previous h is to ry  
o f  s ta te  f a c i l i t y  in p a t ie n t  care. Development o f  spec ia l ized  nursing 
home serv ices should ce r ta in  issues in regard to the determinat ion of  
a l te rn a t i v e s  f o r  in d iv id u a ls  re qu i r ing  such serv ices ;  s ta f f i n g  leve ls  
and the inc lus io n  o f  psych ia t r ic  nurs ing, soc ia l work, and behavior 
management d i s c ip l i n e s ;  b i l l a b l e  Medicaid and Medicare serv ices:  a
process f o r  r e c r u i t i n g  and se lect ing  prov iders ;  and the p a r t i c ip a t io n
139o f  the nurs ing home industry  in developina standards fo r  programs.
The second recommendation o f  the SHP is in regards to Communi-
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ty  Service s t ra te g ie s .  The SHP recommends the Department o f  Mental 
Health and the Developmental D i s a b i l i t i e s  Counci l should j o i n t l y  
develop a plan f o r  use by the Department o f  Mental Health to f a c i l i ­
ta te  the budget process th a t  s pe c i f ie s  the types and leve ls  o f  ser­
vice and funding leve ls  f o r  in d iv id u a ls  who are developmental ly 
140disabled. The SHP recommended the development o f  serv ices needed 
by developmental ly d isabled in d iv id u a ls  over 26 years o f  age, and 
the development o f  fa m i ly  support serv ices ,  tha t  would support fami­
l i e s  who care f o r  developmental ly disabled or m enta l ly  i l l  fam i ly  
members in the home. I t  recommended the Departments o f  Mental Health, 
Social Serv ices,  Education, Publ ic  Health, and Labor to j o i n t l y  
develop a model l i f e  serv ices p ro je c t .  The Department o f  Mental Health 
and the Department o f  Education 's R eh a b i l i ta t io n  Services should
develop standards f o r  work a c t i v i t y / a d u l t  a c t i v i t y  and sheltered
141workshop pos i t ions  per 1 , 0 0 0  general populat ion r a t i o s .
The t h i r d  recommendation by the SHP is in regard to Special 
Population s t ra te g ie s .  I t  recommends there be an interagency agree­
ment between the Department o f  Mental Health and O f f i c e  o f  Services
to the Aging. The agreement is  to incorporate recommendations of
142the Mental Health Aging Advisory Group which inc ludes:  "advo­
cacy a c t i v i t i e s  fo r  the e ld e r l y ,  psychotropic medication gu ide l ines ,  
cooperative working agreements between various se rv ice  prov iders ,
s p e c i f i c  proposals fo r  enhancing service a v a i l a b i l i t y ,  a c c e s s ib i l i t y ,
143and sa fe ty ,  s t a f f  t r a in in g  and consu l ta t ion ,  and research."
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The Mental Health and Aging Advisory Group w i l l  be respons ib le  fo r
the review o f  new Department o f  Mental Health and O f f i c e  o f  Services
to the Aging p o l ic y  and program development. They w i l l  also oversee
the eva lua t ion  and t r a i n i n g ,  and o ther a c t i v i t i e s  to  decide whether
144sen ior  c i t i z e n s  needs are being provided f o r  a p p r o p r ia te l y .
The needs o f  incarcera ted menta l ly  i l l  and developmental l y  
disabled in d iv id u a ls  should be addressed by an in te rdepar tmenta l  
committee. The committee is  to be appointed by the Governor and
include the Department o f  Mental Health, Department o f  Correct ions,
145and the O f f i c e  o f  Criminal Jus t ice  Programs.
The fo u r th  SHP recommendation is in regard to Community A u th o r i ­
ty  s t ra te g ie s .  I t  recommends th a t  the Governor a l lo c a te  a port ion 
o f  the savings derived by the re d i re c t io n  o f  in d iv id u a ls  in to  p r iva te  
acute care serv ices from s ta te  f a c i l i t i e s  to community mental health 
serv ice boards to develop programs and to become f u l l  management 
boards. Ful l  management community mental health boards should f u l ­
f i l l  c e r ta in  c r i t e r i a  in c lu d in g :  at  the local  leve l  there should
be a complet ion plan f o r  a cen tra l  r e g is t r y  and c l i e n t  services 
management fu n c t io n s ,  vo lun ta ry  and contractual  agreements wi th
courts and o ther  pub l ic  agencies tha t  are w i l l i n g  to assume cl i n i -
146cal r e s p o n s ib i l i t y  fo r  invo lu n ta ry  pa t ie n ts ;  a plan to develop a 
loca l  system o f  re c ip ie n t  r ig h ts  tha t  is cons is ten t  w i th  the Mental 
Health Code; to create a s ing le  local appropr ia t ions  u n i t ;  a per­
formance plan and budget tha t  is  based on c l i e n t  func t ion in g  le v e l ,
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program o b je c t iv e s ,  and u n i ts  o f  serv ice  de l ive red fo r  funds a l l o ­
cated by the Department o f  Mental Health; Community Mental Health 
Boards must agree to a minimum o f  q u a r te r ly  performance reviews, 
terms o f  con t rac t  nego t ia t ion  and appropr ia te  sanctions and rewards 
based upon contractua l  performance; a plan to c o l l e c t  and re po r t  
data needed to monitor performance agreed upon in the c o n t rac t ;  and
a plan f o r  s ta te  employees seeking community mental health employ- 
147ment.
The SHP recommends th a t  the Department o f  Mental Health appoint 
a committee to review e x is t in g  standards fo r  community mental heal th  
programs and develop standards th a t  address a l l  ad m in is t ra t ive  and 
c l i n i c a l  serv ices.  I t  also recommends tha t  the Leg is la tu re  continue 
to support the community mental heal th  program as embodied in s ta te  
law w i th  special focus on s ta te  l icensed re s id en t ia l  f a c i l i t i e s  th a t  
provide care fo r  s ix  ind iv id ua ls  or less being a permit ted use o f  
r e s id e n t ia l  property, and the Department o f  Social Services to con­
t inue  to assure tha t  communities do not support an excessive number
148o f  these types o f  f a c i l i t i e s .
Implementation o f  the community mental heal th services program 
in the State of  Michigan var ies w ide ly .  Each Community Mental Health 
Services Board funct ions as an independent pub l ic  agency. Even though 
each Board receives 90% funding from the s ta te and 10% funding from 
the county the development and implementation o f  programs mandated 
by the Michigan Mental Health Code, the State Health Plan, and
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149federa l funds var ies g re a t l y .
The two most important  trends in community menta l*heal th  care 
are d e in s t i t u t i o n a l i z a t i o n  and community support.  Community-based
S
treatment o f  menta l ly  i l l  i n d iv id u a ls  is  essent ia l  in regard to main­
ta in in g  in d iv id u a ls  in the community a f t e r  discharge from s ta te  f a ­
c i l i t i e s ,  but t r a d i t i o n a l  community mental health serv ices alone 
cannot have an impact on helping to reenter  the community. The 
a b i l i t y  o f  a community support program to maintain in d iv id u a ls  in
150the community depends on i t s  a b i l i t y  to perform ce r ta in  func t ions .
There have been innovat ive and c rea t ive  outlooks and techniques 
fo r  t r e a t in g  mental i l l n e s s .  The problem tends to s t i l l  be the 
range o f  treatment moda l i t ies  and se t t ings  continues to be l im i te d .  
Mental heal th  c l i n i c i a n s  are or ien ted to approaches which they are 
the most f a m i l i a r  w i th ,  which is predominantly o r ien ted  to provid ing 
d i r e c t  t reatment.  To achieve the goals o f  community care i t  i s ,  and 
w i l l  continue to be, important to break away from c lass ica l  t r e a t ­
ment m o d a l i t ie s ,  and o f f e r  new types o f  care and bu i ld  a strong com­
munity support s y s t e m . ^
P r i o r i t i z i n g  program needs is  a d i f f i c u l t  process. A Center 
must take in to  account program costs r e la t i v e  to b e n e f i t s ,  and make 
value judgements about the needs o f  the community. Decisions about 
who to serve f i r s t ,  or on whom to spend the most money, are as i n d i v i ­
dual as the community. There are no gu idel ines f o r  th is  process be­
cause the in te re s ts  and needs o f  a community are a func t ion  o f  eco-
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152nonncs, p o l i t i c s ,  and the fu n c t io n a l  c h a ra c te r i s t i c s  o f  r e c ip ie n t s .
Each mental heal th  system must s t a r t  w i th  a basic statement o f  
purpose. This i s  important because th is  statement should embody the 
values and b e l ie f s  o f  loca l  res idents  and values o f  the community 
mental heal th  movement as i t  is  appl ied to the mental heal th needs 
o f  the catchment area. The purpose is t ra ns la ted  in to  opera ting 
p r in c ip le s  to f a c i l i t a t e  the design o f  a mental heal th  model, which 
f a c i l i t a t e s  the development o f  goals tha t  can be measured. The d i s ­
crepancies between goals and outputs f a c i l i t a t e s  the process o f  p r i - . 
o r i t i z i n g  program. Economic and p o l i t i c a l  cons t ra in ts  may cause a 
system to amend i t s  model, but the purpose o f  the program al lows fo r
a d i r e c t io n  and f a c i l i t a t i o n  o f  p r i o r i t i e s  ascerta ined to be needed
153to be met u l t im a te ly .  "Gaps in intersystem re la t io n s h ip s  among 
health and medical p ra c t ic e ,  c r im ina l  j u s t i c e ,  we l fa re  and r e h a b i l i ­
t a t i o n ,  education and mental heal th  organizations have long been 
considered as a major problem and de ter ren t  to e f f e c t i v e  serv ice 
d e l iv e ry .  As a r e s u l t ,  there is  a strong appeal in s h i f t i n g  the 
focus from the level  o f  the s ing le  organ izat ion to tha t  o f  a complex 
network o f  agencies and in planning in terms o f  a community o f  i n t e r -  
o rgan iza t iona l  systems o f  which ind iv idua l  o rgan izat ions c o n s t i tu te  
components or subsystems. Applying the term ’ system1 to an o rgan i ­
zat ion impl ies ' interdependence 1 in the sense o f  maintenance o f  the 
i n t e g r i t y  o f  system elements through boundary contro l  processes.
Human serv ice organizations f in d  themselves en ter ing  in to  r e la t i o n -
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ships and decis ions th a t  are aimed a t  m u l t i le v e l  outcomes. The t ra n s ­
ac t ions  and resource exchanges must be approached in terms o f  t h e i r
re levance to community needs in te ro rg an iza t ion a l  requirements fo r
154system s u r v i v a l .
There are no easy answers in deal ing w i th  the issues o f  home­
lessness, e x p lo i ta t io n  o f  i n d iv id u a ls ,  lack o f  medical care, money, 
e t c . ,  when discussing the needs o f  the mental ly  i l l .  There is  l i t t l e  
agreement among pro fess iona ls  as to how to approach the problem and 
t h i s  is why there is so much d i v e r s i t y  in programs. I t  is  going to 
be important f o r  mental heal th  profess ionals  to be innova t ive ,  crea­
t i v e ,  r e a l i s t i c ,  and compassionate in regard to making decis ions 
about how to deal wi th  these issues. The shortcomings o f  mental hos­
p i t a l s  t h i r t y  years ago, have now been mirrored in the community men­
ta l  heal th system, and again m ir ro rs  the imperfect ions and l i m i t a ­
t ions  o f  most human i n s t i t u t i o n s  to respond to the needs o f  i n d i v i ­
duals. The major d i f fe ren ce  t h i r t y  years l a te r  is  th a t  i t  is  not 
behind the closed doors o f  a mental hosp i ta l .  I t  is  now in f u l l  
pub l ic  view fo r  everyone to see, sometimes whether we want to or not.
We cannot hide from the issues because they are there before us.
This is a time o f  incons is ten t  government mandates, and reduc­
t ions  in federal and s ta te  funding a l lo c a t io n s ,  and planning can 
provide program coherence and d i re c t io n  fo r  the community mental 
heal th  system. A t r i f o c a l  view o f  planning tha t  includes in te rna l  
program planning, interagency planning,  and long-range planning is
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essent ia l  to the continued development o f  the community mental heal th 
155movement. Interagency planning and coord ina t ion  o f  services is 
considered an essent ia l  focus o f  agency serv ice p rov is ion  and c l i e n t  
p a r t i c i p a t i o n .  Human serv ice i n s t i t u t i o n s  can no longer func t ion  
autonomously and e f f e c t i v e l y  in the best i n t e r e s t  o f  c l i e n t s ,  commu­
n i t i e s ,  and soc ie ty .
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